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Rehabilitation Literature is intended for use by professional 
personnel and students in all disciplines concerned with re- 
habilitation of the handicapped. It is dedicated to the advance- 
ment of knowledge and skills and to the encouragement of 
cooperative efforts by professional members of the rehabilitation 
team. Goals are to promote communication among workers and 
to alert each to the literature on development and progress both 
in his own area of responsibility and in related areas. 


As a reviewing and abstracting journal, Rehabilitation Lntera- 
ture identifies and describes current books, pamphlets, and 
periodical articles pertaining to the care, welfare, education, 
and employment of handicapped children and adults. The selec- 
tion of publications listed and their contents as reported is for 
record and reference only and does not constitute an endorse- 
ment or advocacy of use by the National Society for Crippled 
Children and Adults. 


The National Society for Crippled Children and Adults does 
not stock for sale publications indexed in Rehabilitation Litera- 
ture. List prices and addresses of publishers are given for in- 
formation only. Copies should be obtained directly from the pub- 
lisher or through local bookstores. Known addresses of authors 
of periodical articles follow their names. 


Books for review and correspondence relating to feature articles 
and other editorial matters should be addressed to the editor. 
He will weleome vour suggestions. 
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Article of the Month 


Employability of the 


Multiple-Handicapped 


Work Adjustment in the Sheltered Shop Under Counselor Supervision 








About the Author... 


Dr. Usdane is Professor of Education 
and since 1958 has been Coordinator of 
Special Education and Rehabilitation 
Counseling at the San Francisco State 
College. From 1950 to 1956 he was 
Director of Vocational Rehabilitation 
Services at the Institute for the Crippled 
and Disabled, New York City. He is a 
member of the Board of Directors of 
the National Rehabilitation Association 
and is President Elect of the Division of 
Rehabilitation Counselors of the Ameri- 
can Personnel and Guidance Association. 
The professional societies of which he is 
a member include the American Psycho- 
logical Association, the National Voca- 
tional Guidance Association, and the 
American Association on Mental Def- 
ciency. Dr. Usdane received bis Ph.D. in 
1955 from the Graduate School of Educa- 
tion, New York University, for advanced 
studies in the Department of Vocational 
Rehabilitation. 


This original article was written especial- 
ly for Rehabilitation Literature. 
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William Usdane, Ph. D. 


Db“ the past fifteen years, the anxieties of parents have been 
matched by the professional frustrations experienced by counselors 
attempting to evaluate the vocational potential of the young adults with 
cerebral palsy. The parents realized that the vocational problems were a 
part of a greater need to discover the causes of crippling and to develop 
methods of prevention and treatment. They worked with existing or- 
ganizations and formed their own, which later joined forces. with the 
professional team members in the field of rehabilitation to wage a 
concerted attack on the many problems.1 The professionals tended to 
comment on these problems in the literature, with only a handful of 
voluntary agencies, mostly on the east coast, experimenting with tech- 
nics and approaches for those who were multiple-handicapped, physi- 
cally, mentally, and emotionally.2 The author found himself a member 
of the concerned professional group, working as a counselor within the 
framework of a vocationally oriented rehabilitation center and faced 
with the reality of finding employment for the multiple-handicapped.® 

Major problems in the area of employment became more apparent as 
medical treatment improved. The cerebral palsied with multiple handi- 
caps trained for activities of daily living achieved skills that could now 
be considered for vocational evaluation. Vocational programs, however, 
still lacked an effective body of special technics. A setting was needed 
in which the individual could see himself on a reality basis, and in 
which the vocational counseling process could reinforce such reality on 
a daily continuum. Before Public Law 565, passed in 1954, increased 
support of rehabilitation programs and research, the counselor was too 
rarely involved in the day-to-day process of the very few situations in 
which the multiple-handicapped were involved with work realities. In 
the few facilities where the severely handicapped could obtain an ap- 
proach to his potential aptitudes and abilities for training or employ- 
ment, staff assignments deterred the intensive client-counselor vocational 
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and psychological relationship that we now know is im- 
perative for personal growth and vocational development. 


Recent Experimental Developments 

Since the passage of Public Law 565, the Office of 
Vocational Rehabilitation has encouraged and supported 
twenty-three demonstration projects that have emphasized 
the work-oriented rehabilitation resource. These programs 
provide in their staffing formula counselors who are con- 
cerned with the workshop adjustment and progress of the 
client. The counselor as staff member has a variety of 
duties: He orients the client to the workshop, interprets 
the client to other workshop personnel, assists the client to 
adapt to workshop conditions, interprets workshop stand- 
ards and goals to the client, counsels the client about 
workshop adjustment problems, records observations and 
findings related to the client’s behavior and performance in 
the workshop, consults regularly with the employment 
counselor, and participates in planning subsequent service. 
When his caseload is only eight to fifteen clients, the 
counselor also frequently assists in placement. Since these 
projects attempt an intensive approach to the employability 
of the multiple-handicapped, primary emphasis is usually 
on the vocational adjustment or exploratory phase, leading 
to training in personal adjustment and then to subsequent 
training or selective placement.4 


One approach to vocational exploration included factor 
analysis of motivational patterns in a hospital sheltered 
shop. Supervisor descriptions of twenty-eight hospital 
patients, by a Q sort through factor analysis of the matrix 
of intercorrelations of these subjects, led to some interest- 
ing results. No single operating factor called ‘‘motivation’’ 
was found in the rehabilitation process. Instead, such 
factors operated as drivenness to work, reality orientation, 
intellectual deficit, narcissism, emotional flatness-lability, 
and a sixth speculated to be rigidity or conventionalism 
with uncertain significance.5 


A vocational adjustment center serving the multiple- 
handicapped mentions employability as ‘including psy- 
chological work competence, placeability and adjustabil- 
ity.”"6 While primary emphasis is given to assisting the 
client toward vocational adjustment, one of the con- 
comitant goals of the center is to isolate and identify the 
above three dimensions and to determine the intercorrela- 
tions. The hope is to prepare a rating scale useful to a 
variety of rehabilitation agencies. Several reports of this 
center clearly support the conceptual vocational frame- 
work of the director, who states that “Each individual has 
a characteristic vocational pattern which reflects his per- 
sonality structure and the manner in which his needs and 
desires are incorporated in work situations.’’* 

In 1958, three agencies concerned with the employabil- 
ity of the handicapped were chosen as prototypes by the 
OVR. Started in 1955, the Cerebral Palsy Work Classifi- 
cation and Evaluation Project located in New York City at 
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the Institute for the Crippled and Disabled was made the 
prototype for three others in St. Louis, Philadelphia, and 
Portland, Oregon. The Vocational Adjustment Center of 
the Jewish Vocational Service of Chicago, which received 
an initial grant in 1955, became the prototype for three 
projects at Indianapolis, Cincinnati, and Kansas City, 
Missouri. The first-mentioned prototype confines itself to 
the cerebral. palsied client; the other handles also other 
multiple-handicapped clients. The New York Association 
for the Help of Retarded Children was given a grant to 
demonstrate that sheltered workshop training can discover 
and describe the major factors inhibiting success in work 
dealing with the employability of mentally retarded young 
adults. This project, begun in 1955, served as the proto- 
type for ten occupational training centers and evaluation 
facilities for the mentally recarded throughout the country. 
Many of the ten also accept the cerebral palsied. 


In the above prototype facilities, there was at first an 
attempt to stress differences between the evaluation process 
and workshop adjustment—especially if the sheltered 
workshop existed as part of a larger facility. However, 
this separation was found not to be meaningful to the 
clients, since it set up a false distinction between com- 
ponent units rather than presenting them as aspects of a 
continuing process. It was found that to the multiple- 
handicapped individual during his evaluation or workshop 
adjustment period the key figure in the client’s perception 
of his work role was the counselor directly concerned with 
him. (This concept will be developed later in this article.) 
Around the vocational counseling relationship with the 
multiple-handicapped individual there must be a work- 
oriented environment with a reality nature. This environ- 
ment may take the form of a work-adjustment program, a 
work-classification and evaluation center, a sheltered work- 
shop, or any facility that houses a vocational exploration 
unit. The focus of the work-oriented environment must 
be directed toward individual adjustment within a group 
approach, since the several rehabilitation philosophies 
agree on at least one major premise: a consideration of 
the worth and dignity of the individual within the com- 
munity in which he resides. 


Workshop Dilemmas 

In the past, work sample evaluators, workshop super- 
visors, and sheltered shop assistants were hard pressed by 
some of the emotional demands of the multiple-handi- 
capped clients. There has been a tendency for a lack of 
communication between the professional team members 
who gathered around the conference table and the work- 
shop evaluators who had little time to get away from their 
multitudinous duties ‘‘on the floor.” As a result, a dilemma 
often arose in the writing of reports sent to the local State 
Rehabilitation Office. A professional staff member writing 
a report was too unfamiliar with the actual work problems 
of the client and tended to send psychological and social 
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material that was found by the State Rehabilitation Office 
not to give a ‘clear picture of the actual progress and 
potential of the client in terms of work.’ Yet, this 
dilemma would not be remedied by the remark made by 
the same State Rehabilitation Administrator that, ‘‘as far 
as the shop staff is concerned, it would be far more ad- 
vantageous to get people from industry who might be 
sympathetic towards the (handicapped) . . . than to hire 
professionaly trained people.”9 Here arises another dilem- 
ma, for the ‘‘people from industry” may have some prob- 
lems with human relations and be unable to write the 
type of report requested. 





What You Will See in Rehabilitation Literature 


Feature articles scheduled for publication include— 


Architectural Standards for Rehabilitation Centers, 
by F. Cuthbert Salmon, A.A. 


Special Education in European Countries, by 
Wallace W. Taylor, Ph.D. 
Testing and Evaluation of Physical Abilities, by 
Mary Eleanor Brown, R.P.T. 
Characteristics of Brain-Injured Children, by Wil- 
liam M. Cruickshank, Ph.D. 
Neurophysiologic Technics in Physical Therapy, by 
Sarah Semans, R.P.T. 
Future issues will contain other feature articles that 
will keep you up to date on current knowledge and 
recent ¢ rahe re in rehabilitation, whether your 
field is medicine, therapy, welfare, education, psychol- 
ogy, or employment. 


Rehabilitation Literature is in no sense the house 
organ of the National Society for Crippled Children 
and Adults. Contributors of feature articles and book 
reviews are people of standing in their own fields and 
give free expression to their own ideas and opinions. 


Rehabilitation Literature is dedicated to the profes- 
sions in rehabilitation and to their members who work 
with the handicapped. The Editor welcomes your 
suggestions. 











The above remarks were reported in an Institute called 
“Creative Use of Sheltered Workshops in Rehabilitation,” 
recently held in New York City under the auspices of the 
Altro Health and Rehabilitation Services. The purpose 
was to orient and instruct state agency staffs and con- 
sultants in the “philosophy and use of sheltered workshops 
. . . to enable state agencies to better utilize, support and 
stimulate the development of workshop programs in their 
states.” 10 The faculty was composed of executive directors, 
coordinators of workshop efforts in the New York City 
area, and one or two members engaged in professional 
roles with the handicapped. The report of the Institute 
described how it was structured and gave outlines of the 
field visits, presentations preceding each tour of the in- 
dividual agencies, and verbatim accounts of the questions 
and answers that followed the tours. The questions were 
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primarily concerned with administrative problems: sub- 
contract work, necessary staff members, unions, overhead, 
sales force, equipment and machinery, earnings of individ- 
uals, fringe benefits, patient population, geographical 
limitations, and slack periods. One discussion period cov- 
ered medical examination problems, homemaker service, 
transportation problems, and the intake procedure. Still 
another discussion revolved around establishment of price 
rates, short-run and long-term jobs, and initial contract 
arrangements. One workshop that was visited utilized a 
state vocational rehabilitation counselor who came to the 
shop once every two weeks since there was ‘‘no vocational 
counselor or counseling psychologist on our staff.” In this 
setting there was a treatment center and workshop, but it 
was stated that ‘shop management is clearly separated 
from the treatment center program, except for liaison” 
provided through the coordinator of the organization.11 


The final discussion brought up the dilemma of what 
the distinction was between those in the therapeutic pro- 
fessions and other staff members of the team. While the 
participants did not appear to respond to the problem, one 
faculty member pointed out that this should be dealt with 
on an individual basis. He commented that one of the 
excellent workshops for the mentally retarded had voca- 
tional counselors in the top administrative positions and 
that one homebound program of worth was administered 
by an occupational therapist. But it was his feeling that, 
since one would be dealing with the business world in 
starting a workshop program, having someone with a 
business background might be more feasible. It is the 
author’s feeling that this point might have been made in 
response to the heavy questioning from the participants 
about business and industrial practices and management 
procedures, which apparently were closest to their needs 
in the running of their particular agencies. 

However, some of the introductory statements made by 
representatives of a few of the sheltered shops toured 
indicated the existence of the shop as a medium for voca- 
tional evaluation, for work-hardening experience of an 
interim nature for eventual selective employment, and for 
the improvement of physical capacity and work skills. The 
title of the Institute indicated, moreover, the need for a 
creative use of the sheltered workshop, since too many 
workshops throughout the country have not considered the 
above aims and still harbor terminal employment as their 
sole goal. There is a considerable amount of excellent 
literature available that deals with this last rehabilitation 
dragon.12 

The creative use of the sheltered shop was also men- 
tioned as providing useful productive activity and re- 
muneration leading to heightened morale and a feeling of 
personal worth, reintegrating the client with a meaningful 
social community.!* Another point mentioned as a major 
problem was the fact that the multiple-handicapped in- 
dividual did not usually see himself as an adult but tended 
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to see himself as a helpless dependent who would be 
taken care of by others.14 In another workshop toured, 
individual and group methods of counseling had been 
proved effective. Group programs were operated in con- 
junction with personal interviews. The employable 
trainees, those clients who had the most favorable poten- 
tial, met in a separate group. Since this workshop was one 
of the OVR prototypes, it has had a chance to provide an 
environment, plus an appropriate professional counseling 
staff, to afford the multiple-handicapped young adults the 
type of reality resource that can exist within a therapeutic 
milieu. Factual information from this workshop is now 
available supporting the utilization of the professional 
counselor on the workshop floor itself. In this way, the 
counselor is an integral part of the occupational adjust- 
ment program, not removed from the scene by office 
encapsulation or removed in the perception of the handi- 
capped from those vocational realities he is facing on a 
daily basis. 

_ Thus, in the work-oriented environment where work 
samples or situational technics related to the realities of 
work are used, it is the evaluator or the workshop super- 
visor whose relationship spells out the future employ- 
ability of the multiple-handicapped. For it is the evaluator 
who has the closest relationship with the client, and within 
this relationship he must be prepared to handle profes- 
sionally the client’s constantly arising problems of voca- 
tional adjustment. 


Workshop Reality Adjustment Is Threatening 


Evaluators and workshop supervisors often do not 
realize that what appears to be unreasonable hostility or 
unwarranted affection from the client has relationship to 
the evaluator, not as a specific person, but mainly as a 
parental substitute. In fact, the young adult cerebral 
palsied individual may relive early childhood conflicts with 
his parents or teachers by identifying the evaluator or shop 
supervisor with the original objects of his difficulties. The 
multiple-handicapped individual finds himself in a re- 
ality-oriented vocational evaluation or workshop setting 
that is essentially a new experience for him. Within that 
new experience is a need to find as much appropriate 
security and support as possible. He needs the type of 
relationship that would be professionally supportive with- 
out recreating a relationship that in the past has been 
conflictive and which has increased his dependency rather 
than fostered an opportunity for normal growth and 
development. The relationships he has often encountered 
in physical rehabilitation programs have not had the 
realistic base that accompanies competitive employment. 
The three prototype OVR projects copied throughout the 
country are concerned with these basic realities of com- 
petitive employment and attempt to meet them through 
vocational exploration or adjustment, utilizing either ac- 
tual subcontract work or simulated subcontract work 





through work samples. Here then is a microcosm of the 
real world of work, affording the multiple-handicapped 
an opportunity to experience what it is believed the normal 
individuai sustains without a specialized occupational ad- 
justment program. 15 


It is in this setting of work realities in which many off 


the fears of the multiple-handicapped may arise. In hiS 
anxiety to achieve, finding himself faced with some 
shattering realities of limitation, he may relive certain 
neurotic conflicts that are an unconscious part of him as a 
result of early difficult familial relationships. As a result, 
he may “‘act out” his impulses toward the evaluator whose 
understanding of this is essential if the employability of 
the individual is to be appropriately evaluated. Too often, 
the acting out is misunderstood to a point where the client 
is referred off the floor to someone ‘'professional’’ who 
will work through the problem. But the vocational adjust- 
ment center should face the problem on the floor of the 
workshop itself. For such problems are the day-to-day 
anxieties that any worker may experience within the frame- 
work of a new job. Problems mentioned here are not 
those of such a deep-seated nature as to require immediate 
mental hygiene from the psychiatrist, the clinical psy- 
chologist, or the psychiatric social worker. These are dith- 
culties assumed by the normal job applicant in his 
adjustment to a new work situation. It is felt that the 
many job-reality problems stemming from the client's 
interpersonal relationships with his peers should be dealt 
with in the setting in which they arose. 

These problems may be day-to-day conflicts set in 
motion by the unconscious impulses or drives of the client 
toward his evaluator or workshop supervisor. If, then, the 
workshop supervisor can work through the problem within 
the setting for as Jong as necessary, it may prove to be far 
more meaningful to the client than a referral to another 
source for support and understanding. This does not 
mean that the evaluator sits down with the client at the 
time and begins a counseling session across a desk. Nor 
does it mean that the workshop supervisor immediately 
conducts an interchange that bores into the early psychic 
conflicts of the client. The situational technic around the 
reality of occupational adjustment means more than a 
vocational evaluation and exploration. It should encom- 
pass the capacity of the client to work with others within 
a work situation. But too often the client is referred to a 
member of the mental hygiene team for difficulties that 
could be dealt with better within the framework of a 
therapeutically oriented setting, between workshop super- 
visor and client. 


A Conceptual Framework for Workshop Counseling 


This, then, brings up what is felt by the author to be 
one of the major reasons why the prototype occupational 
adjustment centers or vocational exploration projects were 
chosen by the OVR to be simulated throughout the 
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country. In each case, evaluators have had a vocational 
counseling background or sufficient training in the counsel- 
ing relationship to handle floor problems. In workshops 
throughout the country, such problems previously were 
(a) not handled and the client found unemployable be- 
cause of lack of skills of any employable variety, (4) not 
handled and the client found unemployable because of 
his inability to get along with the floor supervisor or his 
peer group, (c) handled by a referral to a professional 
worker whose understanding of the difficulty might be 
distorted by the reason given for referral, (¢) handled by 
referral to a professional worker familiar yet unable to 
deal with the problems of the floor supervisor, who 
needed more help than the client, (e) handled by a folder 
referral to a professional consultant twice removed from 
the scene of difficulty, (f) handled by the team approach 
of the professionals at a conference without the floor 
supervisor who could not be spared from the workshop, 
(g) handled by referral of the client to another agency 
where such counseling services were available, or handled 
by some other inadequate means as an evasion of te- 
habilitation responsibility. 





Dr. Usdane’s article is available in reprint 
form at 25c a copy. Please send payment 
with your order. Inquire for quantity rates. 





In the prototype settings, however, considerable atten- 
tion is given this relationship between the client and the 
supervisor. At the Vocational Adjustment Center in Chi- 
cago, the Intake Committee formulates an initial plan for 
the client’s treatment in the workshop, taking into account 
his peculiarities and needs as indicated by the case history 
material and the psychologist’s appraisal. “There may be 
a recommendation for particularly close supervision be- 
cause of tendencies to act-out, or an alternative plan for 
particularly warm support because of pronounced inter- 
personal fears.’’16 

In the New York City Training Center and Workshop 
for the mentally retarded, some with multiple handicaps, 
the supervisor ‘‘can stimulate growth and change in the 
trainee on the basis of this relationship which might not 
be possible otherwise.”17 In fact, his role shifts con- 
stantly in relation to the needs of the trainees served and 
to the reality demands of the work. “In any one day he 
may be a Foreman, a Big Brother, a Teacher, a Boy Scout 
leader, a stern disciplinarian. . . .”18 All these psychologi- 
cal perceptions of the supervisor are, of course, the irra- 
tional perceptions of the client. But it is the supervisor 
who should be aware of the client’s probable tendency, 
on an unconscious level, to project irrational roles to the 
supervisor due to inherent anxieties with the workshop’s 
reinforcement of reality. These irrational roles spring 
from the client’s responses to the supervisor as a result 
of the client’s earlier experiences. 
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This relationship is based upon the phenomenon ot 
transference in psychoanalytic theory.19 In his recent 
book, Menninger states that transference involves ‘‘the 
unrealistic roles or identities unconsciously ascribed to a 
therapist by a patient in the regression of the psycho- 
analytic treatment and the patient’s reactions to this 
representation derived from earlier experience.”2° Thus 
the client may project to the floor supervisor characteristics 
of certain individuals with whom in the past the client 
has had some difficulties. The very nature of the reality 
setting, the demands of production, the competitive rela- 
tionship of his peers, the learning of work habits and 
procedure, and the unfolding of occupational areas may 
bring a host of irrational responses from the client on an 
unconscious level. The supervisor may have extreme difh- 
culty in understanding the client’s irrational projections 
unless he is able to understand the transference phe- 
nomenon. 

The author, however, is not requesting that the super- 
visor deal with these problems as they arise with an 
attempt to engage in pseudopsychoanalysis with the client. 
This is not the implication intended. In the short period 
of time the client is with him, the supervisor in no way 
attempts to work with the client’s personality structure 
for change. Neff used the Rorschach test on thirty-two 
subjects before and after an eight-week adjustment pro- 
gram. He found that vocational adjustment and employa- 
bility had occurred “without any alteration of the client's 
personality structure.”’21 

Not only does the therapeutic milieu account for the 
personal and vocational development of the individual, 
but, in addition, the counseling relationship between the 
client and the floor supervisor affords professional support 
and understanding for total growth. Feintuch underlines 
this point by saying that in the rehabilitation process 
sheltered workshops provide vocational and psychological 
counselors with ‘the opportunity . . . to observe their 
clients in real work situations, plus the ability at times to 
manipulate their clients immediate environment . . .”22 
He does not state, however, that the counselors would be 
the supervisors within the workshop setting itself, but 
that they are “able to observe their clients as they par- 
ticipate . . . and to determine whether their counseling is 
effective in modifying favorably poor work habits . . . and 
in improving the ability of clients to get along with each 
other and with the workshop supervisor.” (Sic!) 

What the prototype projects have appeared to show is 
that with the client who is severely handicapped both 
physically and emotionally, the supervisory role within 
the workshop needs to be combined with a professional 
background in the counselor. Brenner sees as a funda- 
mental hypothesis Freud’s theory that the major part of 
mental functioning goes on without consciousness and 
that consciousness is an unusual rather than a usual quality 
or attribute of mental functioning.23 The transference 
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phenomenon is an unconscious process. The impulses of 
the client that propel the irrational projections and identi- 
fications onto the floor supervisor, investing him with 
unrealistic roles, stem unconsciously. The supervisor, thus 
invested with an identity of authority in one way or an- 
other, must be professionally responsible to the client in 
his relationship so as not to misuse or distort this authority 
in a way that may have disturbed the client in the past. 
Yet, the supervisor, with an understanding of the trans- 
ference phenomenon, can be what has been termed a 
“benevolent tyrant.” Since the milieu is a therapeutic one, 
the client may then respond to the appropriate authority 
that is utilized. 


When that authority is misused, or inappropriately 
construed, the phenomenon becomes that of countertrans- 
ference. “The observations and definition of transference 
can easily be converted into the observations and definition 
of countertransference. The difference between trans- 
ference and countertransference as observed and defined is 
solely the person about whom the observations and defini- 
tions revolve.”*4 Insofar as the structure of the interrela- 
tionship process is concerned, transference and counter- 
transference are similar, depending upon whether it is the 
client or the supervisor who experiences the distortion. 
Certainly within this relationship, it is necessary to be 
concerned with the unconscious dependency needs of the 
client or the unconscious authority needs of the work 
supervisor. Most important is the understanding the su- 
pervisor should bring to the client's acting out or “‘acting 
up.” This is usually caused by a mobilization of his old 
anxieties in the new learning situation, a situation in 
which the supervisor may unfortunately be hoisted, 
through his own inadequate understanding, with a petard 
created by his countertransference. Understanding of this 
concept would strengthen the desirability of a relationship 
between the supervisor and the client within the work 
setting that would be more than one of acceptance. This 
is not enough, since many supervisors in workshops have 
come from business and industry and have a high tolerance 
for the handicapped, but this tolerance is not supported 
with a professional counseling understanding of the emo- 
tional problems of the client that immobilize his employ- 
ability and directly conflict with his process of learning 
work habits as well as skills. 

In reviewing this relationship of the supervisors with 
the clients in some of the prototype projects, the author 
has had the opportunity to realize its effectiveness upon 
clients’ employability. Where in the past mechanical jigs 
and contrivances had to be set up for the client for him to 
accomplish certain work tasks, the supervisor-client coun- 
seling relationship has afforded the client, in growth, the 
opportunity to test out his own approach to certain work 
samples. In many cases, he has been able to provide the 
type of physical adjustment to the task without any 
mechanical assist. 





Summary 

It would appear that the new projects concerned with 
the employability of those with multiple handicaps, physi- 
cal, mental, and emotional, are heading toward a con- 
sideration of the clicnt as a normal personality. In the 
interpersonal relationships afforded him within the work 
reality setting, there is the chance for the client to main- 
tain a normal ‘‘relationship of mutuality with others.”2 
In the past he has had little opportunity to sustain this 
type of relationship with his peers, and his parental rela- 
tionships have not always afforded him the normal oppor- 
tunities for growth and development. In the past the 
clinical team’s relationship with him has allowed the team 
more’ understanding of the client’s pathology in the 
studies of personality and behavior dynamics than of the 
client’s employability. 

Here in a workshop setting, then, is a chance for his 
basic trust in the supervisor who, invested with un- 
conscious identifications by the client, is aware of the 
client’s needs to act out. While it may also be the thera- 
peutic environment that allows for this acting out, it is 
the counseling relationship from the floor supervisor that 
on a day-to-day basis can help the client have insight as 
to his work role as well as his interpersonal role with 
others. Reinforcement of workshop reality and profes- 
sional understanding must be concurrent. This has been 
possible in certain initial projects supported in part since 
1955 by the Office of Vocational Rehabilitation. These 
projects are concerned with the vocational and personal 
adjustment of the multiple-handicapped individual. 
Through them attempts have been made to show the 
ability and capacity of the professionally trained counselor 
to assist in the employability of the handicapped through 
a new role in the process of rehabilitation. 
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Employment Is Possible, Desirable, Essential, and Vital 


“THE CHALLENGE of full employment, and the advance in manufacturing techniques, and the supreme 


skills of surgeon and doctor, make a different attitude (freed from prejudice) possible, desirable, essential, 


vital. Industry must see to it that, after accident, a man gets back to the job he was doing before, or 


else something close to it. Industry must make sure that surviving skills are used, not that that which is 


lost is compensated for at the lowest price possible.”—Lord Verulam, Chairman of the Executive Commit- 
tee of the British Council of Rehabilitation, “Industry and Rehabilitation,” in Rehabilitation, July-Se pt., 


1958, p. 7. 
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By Ernst Jokl, M.D. 
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Reviewed by Ernst Fischer, M.D. 


E™ Jokl received his undergraduate medical training in Germany 
and was for several years a scholar in and a practitioner of sports 
medicine in various European countries. Later he went to South Africa 
as Senior Research Officer, National Advisory Council on Physical 
Education, and then became Head of the Department of Physical 
Education, Witwatersrand Technical College. For several years Jokl has 
been Professor and Medical Director, Rehabilitation Center, University 
of Kentucky. If one is well acquainted with Jokl’s numerous scientific 
writings, it is easy to realize how his interests expanded from the re- 
stricted realm of sports medicine to the more general problems of per- 
formance levels during human development from childhood to old age, 
and finally into the overall field of physical fitness and rehabilitation. 
His new book, although called ‘The Clinical Physiology of Physical 
Fitness and Rehabilitation,” is in no way a systematic text of all the 
physiology involved but more an attempt to underline the importance of 
three rather broad general biological principles. These principles, 
although well known for a considerable length of time, are often not 
emphasized enough by scientists and practitioners in this field. In my 
opinion the reason for this is that not all the exact details of the physio- 
logical mechanisms underlying these principles have yet been elucidated 
satisfactorily, and, therefore, these principles are too often discussed only 
in very loose descriptive terms. 

Jokl gives in his book short historical synopses of the formulation 
of these principles and demonstrates them through very interesting and 
fascinating case reports from his varied experience. The main principles 
discussed are: 

I. Adaptation in pathological processes. This principle, first formulated 
more than 150 years ago by the pathologist and philosopher Lotze, was 
reformulated and further developed by the pathologist Cohnheim. It 
later influenced very much the clinical thinking and the scientific 
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writings of Welch, Hughlings Jackson and many others. 
To illustrate how important this principle is and how 
highly developed in some persons the physiological 
capacities to satisfy this principle are, a large number of 
examples are given in detail. Of special interest to the 
reviewer were the defects found in successful athletes. 
One performed with a bullet lodged in his heart. Another 
was found to have aortic regurgitation and mitral stenosis. 
A symptomless aortic aneurysm was discovered in another. 
Persons have regained remarkably high degrees of physical 
fitness after acute coronary accidents, surgery on the heart, 
or attacks of rheumatic fever. The author emphasized that 
such high degrees of recovery and physical fitness can be 
attained only after the original pathological processes have 
become completely stabilized. 

II. The central nervous system as adaptive mechanism 
for motor aims. Sit Charles Sherrington nearly 70 years 
ago was the first to analyze correctly and to describe clearly 
in a systematic way the role played by the central nervous 
system through its integrative action in the regulation 
and adaptation of the motor functions. More recently, 
Adrian and others emphasized the importance of sensory 
cognizance in these adaptive functions of the central 
nervous system. The extreme extent of motor adaptation, 
which can be achieved by some individuals, is illustrated 
by Jokl with case records, including the motor perform- 
ances of a triple amputee, an athlete who held a world 
record in hammer throwing despite a considerable plexus 
paralysis of the left arm, a champion swimmer with gen- 
eral paresis, a pistol-shooting record winner who was 
forced to use the left hand after amputation of the right 
hand, and patients with severe rheumatoid arthritis. 

III. The wisdom of the body. This concept was first 
conceived by Claude Bernard more than 100 years ago. It 
was further developed by Cannon, who used this principle 
as the title of one of his books 25 years ago and who 
introduced the term homeostasis. Wisdom of the body 
refers to the remarkable ability of the normal body to 
counterbalance by internal regulatory mechanisms changes 
brought about by alterations of the environment or by 
extensive activities of organs. This regulatory principle is 
not limited to the best-known examples such as the main- 
tenance of constant temperature, heart rate, and pulse 
pressure, Jokl emphasizes, and he is without doubt correct 
in doing so, that during exercise the regulatory mecha- 
nisms maintain, not normal levels, but quite different 
levels more adequate to the requirements of the exercise. 
It is another question whether the introduction by Jokl of 
the term heterostasis for the latter phenomenon is wisely 
chosen and will be proved fruitful in the future. Tokl in 
this chapter discusses and illustrates with case reports the 
effects of physical training in obese and in lean subjects, 
muscular hypertrophy as an adjustment pattern, amenor- 
thea due to deprivation of freedom, extreme muscular 
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atrophy, and hypothalamic symptoms. 

The fourth chapter of the book deals with the inter- 
relationship of neuromotor and autonomic adaptations. 
There is a detailed discussion of the relationship of body 
temperature and circulatory factors to the rate of forma- 
tion of lactic acid during exercise. Jokl further discusses 
the somewhat questionable quantitative relationship be- 
tween autonomic and neuromuscular responses. The ex- 
amples cited as illustrations for the integrative adjustments 
involved are again case reports of champion athletes and 
of various types of patients. The influence of faulty sensa- 
tion and of autonomic dysfunctions upon motor perform- 
ance is especially emphasized. 

In the last chapter, Jokl discusses various problems of 
the theory and practice of rehabilitation in relation to the 
three main biological principles outlined in the first three 
chapters. Again skillfully using striking examples from 
his wide experience, he deals now with such problems as 
repetitive versus generalized exercise therapy, complex 
neuromotor tasks, musical study as a model of a didactic 
approach, modern track training, control and effectiveness 
of motor performances, upright posture, and physiological 
adaptation in rehabilitation. 

The reviewer, as a neurophysiologist with much interest 
in the physiology underlying successful rehabilitation 
efforts, missed in Dr. Jokl’s presentation any attempt 
to analyze and describe the details of the physiological 
mechanisms underlying the three broad general principles. 
These biological principles overlap to a large extent and 
use many identical physiological mechanisms. Although 
admittedly not all the physiological details are known, 
research during the last two decades has supplied us with 
a large amount of very valuable information in this re- 
spect. As a consequence of the organization of Jokl’s book 
around the three descriptive principles, material basically 
similar or even identical from a physiological point of 
view occurred in widely scattered places and a certain 
amount of confusing repetition became unavoidable. The 
book contains numerous illustrations in the form of 
photos, drawings, and graphs. Much can be said in favor 
of the inclusion of portraits of authors instrumental in the 
development of the principles discussed. However, the 
value of reproducing the title pages of some of their works 
is very questionable, since all are available in many of the 
medical libraries in the U.S.A. 

The main value of this book, aside from reminding us 
of these three very important principles, lies in the many 
rather remarkable case histories included. To read them 
should warm the hearts of all physiatrists and physical 
therapists and should help them to overcome the frustra- 
tions often felt due to the nonsatisfactory results seen in 
numerous patients despite extensive and prolonged efforts. 
Dr. Jokl, I am sure, would be the last to claim that with 
all patients results such as those described can be achieved. 
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However, it seems regrettable that, of all the many factors 
that determine the degree of training or rehabilitation 
achievable, only the correctness of the methods employed 
is discussed in detail by Jokl. 

The influence of age is only briefly demonstrated by 
statistics for success in rehabilitation and for excellence in 
different athletic activities. However, no attempt is made 
to analyze which of the many regulatory physiological 
mechanisms decline more with age. Defects of intellect 
and cognition as obstacles to training and rehabilitation 
and the influence of hereditary endowment are also briefly 
mentioned here and there. But, just the factors mentioned 
will be very highly important in the future of the practical 
aspects of rehabilitation. There is probably no doubt that 
as far as athletes are concerned, important roles are played 
by inherited endowments in regard to physique and the 
capacity for excellent muscular coordination and for high 
development of cognition, especially of kinesicognition. 
These are the factors determining who becomes a success- 
ful athlete, provided the correct training methods are 
employed. Little training effort is wasted on material that 
does not soon show very promising results, and thus an 
automatic selection occurs rather early. In rehabilitation, 
we have no early selection of material. For the determina- 
tion of sensible goals for the rehabilitation of individual 
patients, a knowledge of their inherited endowments and 
of the quality of their responses to previous training efforts 
would be of immense value and would save considerable 
effort by avoiding the setting of too high goals for indi- 
vidual patients. I feel sure Dr. Jokl could also have made 
a worthwhile contribution in this respect out of his broad 
experience. 

Despite the critical questions raised here, Dr. Jokl’s 
book should be widely read by physiatrists and physical 
therapists, since the case histories reported are rather in- 
formative and the conceptions put forward are stimulating 
and very thought provoking. 


Other Books Reviewed 


1 
Contributions of the Physical, Biological, and 
Psychological Sciences in Human Disability. 


By: New York Academy of Sciences. 


1958. 160 p. illus. (Annals, N.Y. Acad. of Sciences. Sept. 
30, 1958. v. 74, Art. 1) New York Academy of Sciences, 
2 E. 63rd St., New York 21, N.Y. $3.50. 


Contents: (Amputation) The application of engineer- 
ing technology to the simulation of human motions, Hans 
A. Mauch.—Reactions to loss of limb; physiological and 
psychological aspects, William B. Haber.—The body 
image as related to phantom sensation ; a hypothetical con- 
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ceptualization of seemingly isolated findings, Samuel A. 
Weiss——Comments on biological aspects of amputation, 
Bertram A. Litt—The role of the engineer in prosthetic 
development, Renato Contini.— (Interdisciplinary Re- 
search) Problems in interdisciplinary coordination and 
communication, I. Jay Brightman.—Interdisciplinary re- 
search in rehabilitation, D. H. Dabelstein.—Methods and 
sources of stimulating interdisciplinary research, Dale R. 
Lindsay.—Problems in supervision and future prospects of 
interdisciplinary research, Harold K. Work.—(Newro- 
muscular Dysfunction) Analysis of the hemiplegic gait, 
Morton Marks and Gerald G. Hirschberg.—Psychological 
adjustment patterns of the disabled, Morton Seidenfeld. 
—Objective recording and biomechanics of pathological 
gait, Rudolfs Drillis—-Comments on_ interdisciplinary 
contributions in the care of the neuromuscularly disabled, 
William A. Spencer.— Contributions of the physical 
sciences to problems of neuromuscular dysfunction, 
Anthony Staros.— (Sensory Dysfunction) Engineering re- 
search on problems resulting from sensory loss, Wallace 
E. Frank.—Psychological aspects of sensory disability, 
Lee Meyerson.—Research in sensory disorders, Henry A. 
Imus.—Methods and sources of stimulating interdiscipli- 
nary research, Kenneth S. Landauer. 


2 

Counseling Parents of Children with Mental Handi- 
caps; Proceedings of the 33rd Spring Conference of the 
. . +» May 2 and 3, 1958. 


By: Woods Schools. 
1958. 108 p. Paperbound. Woods Schools, Langhorne, Pa. 


The 1958 Spring Conference of the Woods Schools was 
concerned with the scope and practices of counseling 
parents of the mentally retarded from the time retardation 
is recognized to the time of use of community or res- 
idential school facilities. Addresses included: The parent 
counselor; an emerging professional resource, John W. 
Bystrom.—Factors in the development of the mentally 
handicapped child, John A. Rose.—Counseling with 
parents at time of first knowledge of retardation, Reynold 
A. Jensen.—Genetic counseling, Sheldon C. Reed.—The 
role of parents in helping each other, Alton F. Lung.— 
Helping parents in the community setting, Harriet E. 
Blodgett——Helping parents in the private residential 
school setting, Mary F. Carswell. 

Single copies available without charge from The Woods 
Schools, Langhorne, Pa., as long as the supply lasts. Addi- 
tional single copies, $1.00 each (less in quantity). Pro- 
ceedings of conferences held in 1948, 1949, 1952-1957 
are still available on request. All deal with various aspects 
in the care and training of exceptional children. 
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3 
The Illinois Plan for Special Education of Exceptional 
Children; a Curriculum Guide for Teachers of the 
Educable Mentally Handicapped. 


Comp. by: Herbert Goldstein and Dorothy M. Siegle. 


1958. 267. p. tabs. (Circular ser. B-3, no. 12) Spiral 
binding. Paperbound. Office of Public Instruction, Cham- 
paign, Ill. Available from Illinois Council for Mentally 
Retarded Children, 343 S. Dearborn St., Chicago 4, III., 
at $2.50 a copy. 


The Curriculum Guide is the result of a cooperative 
project of the Illinois Office of Public Instruction’s 
Division for Exceptional Children and the Institute for 
Research on Exceptional Children at the University of 
Illinois. Intended as an aid to new teachers and to school 
districts planning to provide classes for educable mentally 
handicapped children, the Guide defines educational goals 
for this group, the areas of knowledge to be covered, and 
instructions on the use of the Guide. Characteristics of 
children falling within this group are discussed at some 
length. The remainder of the book is devoted to tabular 
presentations of objectives of areas of training and 
activities useful in achieving goals set. Extensive bibliog- 
raphies, sources for materials, and teaching aids add to 
the Guide's usefulness. A section is included on procedures 
for the organization and administration of special classes 
and for the evaluation of pupils. 


4 
Das Klapp’sche Kriechverfahren. 3rd ed. 


By: Bernhard Klapp. 


1958. 79 p. illus. Georg Thieme Verlag, Stuttgart, Ger- 
many. Distributed in the U.S. by Intercontinental Medical 
Book Corp., New York 16, N.Y. at $3.20 a copy. 


This third edition, with 116 illustrations, serves as a 
handbook to Dr. Klapp’s system of exercises for the 
correction of spinal curvature. The exercises are performed 
on the hands and knees, or in a crawling position. Dr. 
Klapp is chief of the orthopedic surgery section of the 
Diakoniekrankenhauses, Marburg/L. Wehrda, Germany. 


5 
Services for Children with Epilepsy; a Guide for Public 


Health Personnel. 


By: Committee on Child Health, American Public 
Health Association. 


1958. 124 p. Paperbound. American Public Health 
Association, 1790 Broadway, New York 19, N.Y. $1.50. 


The seventh and latest publication in the Association’s 
series of guides on services to handicapped children, it 
stresses programs utilizing the total resources of the 
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community. Current knowledge concerning epilepsy, its 
causes and prevention, case finding, diagnosis, and plan- 
ning for care, treatment, and management are discussed. 
Special services and facilities, the organization of com- 
munity resources, trends in medical research, effective 
evaluation procedures for epilepsy programs are other 
areas covered. Additional information included in the 
appendixes defines types of seizures and drug treatment 
in the disease, describes organized efforts for children 
with epilepsy, suggests qualifications for selected pro- 
fessional personnel, and lists some available films on 
epilepsy. Bibliography of 76 references. 

Single copies of the current Guide are available at $1.50 
a copy from the Association; in combination with the 6 
previously published guides, at $8.93 a set. 


The final 3 Guides in the series are to be published at 
a later date to be announced in 1959; they will be con- 
cerned with services to children with emotional disturb- 
ances, heart disease, and rheumatic fever, and those with 
orthopedic handicaps. 


New Books To Be Reviewed 


The new books listed below, because of their signif- 
icance, are to be reviewed critically by well-known 
authorities in forthcoming issues of Rehabilitation Liter- 
ature. The book reviews will be featured in the ‘Review of 
the Month” section. 


Covalt, Donald A., ed. 


Rehabilitation in industry. 1958. 154 p. illus., figs. 
(Mod. monographs in industrial medicine 3) Grune & 
Stratton, 381 Fourth Ave., New York 16, N.Y. $6.00. 


Haeussermann, Else 

Developmental potential of preschool children; an 
evaluation of intellectual, sensory and emotional function- 
ing. 1958. 285 p. illus. Grune & Stratton, 381 Fourth 
Ave., New York 16, N.Y. $8.75. 


Illingworth, R. S., ed. 

Recent advances in cerebral palsy. 1958. 389, 24 p. 
illus., tabs. Little-Brown & Co., Medical Book Dept., 34 
Beacon St., Boston, Mass. $12.00. 


Rusk, Howard A. 

Rehabilitation medicine; a textbook on physical med- 
icine and rehabilitation, by Howard A. Rusk and 36 
collaborators, with the editorial assistance of Eugene J. 
Taylor. 1958. 572 p. illus., tabs. C. V. Mosby Co., 3207 
Washington’ Blvd., St. Louis 3, Mo. $12.00. 
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Digests of the Month 


Journal articles, chapters of books, research reports, and other current publications 
have been selected for digest in this section because of their significance and possible 
interest to readers in the various professional disciplines. Authors’ and publishers’ ad- 
dresses are given when available for the convenience of the reader should he desire to 
obtain the complete article or publication. The editor will be most receptive to sug- 
gestions as to new publications warranting this special attention in Digests of the Month. 


6 
The Place and Importance of Social 


Casework in Rehabilitation 
By: G. G. Browning, D.P.H., F.R.C.P.S. 
In: The Almoner, Oct., 1958. 11:7:254-260. 


Rehabilitation may be defined as the process of return- 
ing a person to a normal healthy position in the social 
structure after he has been dislodged from it. To be 
“healthy” is to be able to dominate or adapt to one’s 
internal and external physical and psychological environ- 
ment. The state of flux and constant change existing in 
the present framework and cultural pattern in England 
can present problems to all; it is into and against this 
structure that rehabilitation must be carried out and the 
permanently handicapped settled healthily. 


A handicap is not the disease or lesion itself, but the 
effect on healthy living. “Dehabilitation” is coined to 
mean the process of dislodgment from a normal healthy 
position in the social structure. It is associated not always 
with accident, disease, or congenital malformation but 
also with divorce, separation, illegitimacy, chronic un- 
employment, leaving school, or National Service. These 
conditions can produce unhealthy persons and in combina- 
tion produce difficult rehabilitation problems. A man with 
a fractured femur is immediately dehabilitated, but, for 
the first day or two, he is a patient in the accident ward 
and society accepts it as normal. Time passes and his 
position becomes less normal as the social implications 
have impact and are appreciated. The implications become 
reality and further implications occur. The whole family 
unit now has become involved in the social conditions 
producing dislodgment. 

Three men have their chests x-rayed during a campaign 
against tuberculosis. In the first a small lesion is dis- 
covered, and he is under observation as an outpatient for 
one year. He recovers with no treatment. Before the x-ray 
there was risk to him and his family because the patho- 
logical lesion might develop. The risk was unknown and 
had no effect on his leading a healthy normal life in 
society. After the x-ray, because of the psychological and 
social implications of the findings, he and his family for 
a year hover on the brink of a medicosocial disaster. Some 
dehabilitation then almost certainly has taken place, the 
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degree depending on personal and social factors. The 
second man has a frank lesion and is hospitalized. He is 
dislodged probably 12 to 18 months before he otherwise 
would have been, but has avoided the dehabilitating effect 
of progressive ill health and has increased the chance of 
complete healing. The third man has chronic positives and 
has suffered from “bronchitis” for years while working as 
a baker. After two years of treatment he still has a positive 
sputum at times, although his “general” health is a little 
improved. He is now jobless, completely dehabilitated, 
and knows the infectious nature of his condition. In all 
these men, dehabilitation began only when they were in- 
formed of the results of the x-rays, although their condi- 
tions existed before. These cases illustrate the social 
complexities of dehabilitation. 

With development of social services and better appreci- 
ation of social problems, the term social casework has come 
to have less specific meaning. Originally it was used to 
differentiate between the implementation of welfare pro- 
visions and the dealing with physical and psychological 
reasons for their need. Welfare services are the bandages 
and splints and calipers of the social health service. Social 
casework is the work done in treating a patient who is 
socially ill. Like all health matters, it has preventive, 
curative, and maintenance aspects. It is fundamentally an 
individual matter, but with large domestic and community 
implications and associations. Its basic sciences ate the 
social sciences, its techniques and disciplines the study of 
the individual in relation to his social environment in 
health and in ill health and the recognition and dealing 
with such social factors as mitigate against a return to full 
health. In practice it is the helping of the individual to 
become orientated, physically and psychologically, to his 
social and cultural background to enable him to live 
healthily within the social structure. 


Remarks will be limited to the patient whose dislodg- 
ment requires hospitalization, although the general prin- 
ciples and needs are the same for all patients. Social effects 
of admission to hospital are felt immediately by the patient 
and his family. Those requiring skilled help should be 
identified as soon as possible to prevent further dehabilita- 
tion. Social casework must begin early so preventive and 
therapeutic measures can be taken without delay. From 
then on the casework service must be active or watchful 
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in the background. After the initial effects of admission 
the patient begins to plan for his discharge and the future. 
During this time the social worker must be carrying out 
social therapy in pace with the medical and surgical care 
so that social rehabilitation does not lag behind medical 
rehabilitation. Social factors play a large part in whether 
or how quickly the patient reaches his full health potential 
after discharge. About the time of discharge, the patient 
may have to be handed over to another caseworker for 
care. This must be negotiated successfully, at a high 
enough level, and with careful preparation. During 
periods of change it is very easy for things to go wrong. 
A patient may go into training or employment or be 
unemployed after leaving the hospital or an I.R.U. course. 
In training, social stresses and strain are constantly present 
and cause a high percentage of dropping out. Many so- 
called medical reasons are social medical reasons. For 
success continuous supportive social therapy is often neces- 
sary throughout training. A certain percentage of those 
who go directly into employment require cushioning, and 
supportive social therapy in early stages may make all the 
difference between success and failure. If unemployment 
is the lot of the patient, maintenance at the full health 
potential is the goal. Unfortunately this is never reached. 
Social casework obviously plays a part here. 
Rehabilitation of a housewife is as important as the 
rehabilitation of a husband, if a healthy family unit is to 
be produced. Too often the housewife is expected to do 
her own rehabilitation and full health is not achieved. The 
social caseworker has an important part to play in helping 
the housewife. Children require rehabilitation, and very 
often habilitation, for they may never have occupied a 
normal healthy position in the social structure. The con- 
genitally abnormal, the illegitimate, or the problem family 
child are all in this position. The developing child is so 
influenced by his social background that, in his rehabilita- 
tion, social casework is of paramount importance. It is 
as important to carry his rehabilitation to the schoolroom 
as it is to carry the adult worker’s to the shop floor. 
The social thread runs inevitably and inexorably through 
the whole fabric of rehabilitation. It reflects the life and 
the individual characteristics of the patient. It is also his 
life line, which must be maintained if it is to keep him 
from troubled waters. If it is sound and secure he can 
hold onto it with safety. If it is not, it breaks in his 
hands, it trips him up, it drags him under. He must mend 
and tend the line himself, but sometimes he is not able to 
do so without help if he is to live unhurt and to the full, 
within the ever-changing social pattern of this civilization. 
The Almoner: a Journal of Medical Social Work is 
published by the Institute of Almoners, 42 Bedford Sq., 
London W.C. 1, England; subscription rate 25s ($4.50) 
4 year, 25 (36c) a copy. 
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Project 52; a Study in Adjunctive Therapies 
Coordination; William R. Key, Director. 


By: Washburn University of Topeka 


1958. 181 p. tabs. Mimeo, Spiral binding. 
Washburn Univ. of. Topeka, Topeka, Kans. 


Interest has grown during recent years in the thera- 
peutic potential of mental hospitals, particularly the un- 
used therapeutic potential of ancillary personnel. Much 
has been written about problems of nursing personnel and 
of the patients’ adjustment on leaving, but little has been 
written of the role of activity therapies. Therefore an 
interinstitutional and interdisciplinary group was estab- 
lished to study the role and problems of the activity thera- 
pies and to provide answers to the central problem: the 
need for and feasibility of establishment of a training 
program for coordinators of adjunctive therapy. (The 
term adjunctive therapy is intended to include occupa- 
tional therapy, corrective therapy, industrial therapy, music 
therapy, dance therapy, art therapy, educational therapy, 
bibliotherapy, horticulture therapy, and any others whose 
main vehicle is work or play.) Represented in the group 
were the Menninger Foundation, Topeka State Hospital, 
Winter Veterans Administration Hospital, and Washburn 
University of Topeka. The disciplines of psychiatry, oc- 
cupational therapy, recreational therapy, social group 
work, psychology, sociology, and education were repre- 
sented. Under a grant from the U. S. Department of 
Health, Education and Welfare, Division of Vocational 
Rehabilitation, the study began on Sept. 1, 1956, and 
ended on June 1, 1958. 


Findings of Subprojects as Summarized in Chapter I 


Social and Occupational Background of Adjunctive 
Therapists—a study of the sociological, occupational, and 
educational backgrounds of those (coordinators, therapists, 
and aides) from whom potential coordinators would most 
likely be drawn. The sample was random and nationwide. 

Coordinators were predominantly male and middle- 
class, therapists and aides predominantly middle-class 
females. Geographical mobility was limited. Most co- 
ordinators came from skilled labor, therapists from white 
collar groups and teachers, aides from a wide variety of 
occupational backgrounds. All groups averaged a mini- 
mum of three prior jobs. Coordinators had been in the 
field an average of 11 years, therapists and aides averages 
of 31/4, and 4 years, Take-home pay of coordinators was 
$412 monthly, therapists $286, aides $210. Of coordi- 
nators, 75% were college graduates, 50% with graduate 
training; 60% of therapists and 2% of aides were college 
graduates. Most coordinators had taken college courses 
indirectly related to the position and most therapists 
college courses directly related. Both felt the courses had 
prepared them for their positions. Most coordinators 
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planned to stay in the field; about half the therapists and 
fewer than half the aides planned to do so. Therapists 
not planning to stay planned to marry or were dissatisfied 
with status, pay, and opportunity to advance. 

Training of Adjunctive Therapists—a study of the 
college curricula for therapists. College catalogs were sur- 
veyed to determine training in special education, in pro- 
fessional competencies, and in clinical experience. 

The therapist has a college degree, likely a Bachelor of 
Science, in his specialty, except for holders of certificates 
of proficiency from programs not requiring a college 
degree for entrance and for graduates of advanced degree 
programs. He is apt to have had considerable general 
education and is acquainted with the humanities and the 
social sciences. He has had experience in the sciences, 
almost all in the first two years of college. The therapist 
has had extensive professional preparation, including ex- 
perience in science, medicine, psychology, and the field 
of his specialty, but little or no training in psychiatry, in 
professional education, or for administrative or coordina- 
tion responsibilities and little or no acquaintance with the 
content, services, and skills needed and used by therapists 
in other specialties. He has had little training in the 
behavioral sciences. Since programs of selection, admis- 
sion, and retention in programs of preparation for thera- 
pists seem not well developed, the level of suitability for 
professional responsibility must be determined for each. 


Work Activity Analysis—a study of how adjunctive 
therapists spend their working time. Forty-six adjunctive 
therapists at a private and a public hospital recorded their 
activities for five days. 

Direct work with patients took up 39% of all therapists’ 
time. Those at higher administrative levels spent 23.2% 
in direct work. Direct and indirect work with patients 
accounted for 57% of the therapists’ time and clerical 
and routine activities the remainder. Those at higher ad- 
ministrative levels spend more time in conference and 
less time with patients than do those at lower levels. 
Differences between the activities of those at higher ad- 
ministrative levels are more pronounced in large public 
hospitals than in smaller private hospitals. 


Coordination of Adjunctive Therapy Programs—a study 
of the extent of coordination of patient activities for 
individual and/or group treatment in selected mental 
hospitals. A questionnaire was sent to a representative 
sample of mental hospitals. 

Found associated with coordination of activity therapies 
were the number of full-time activity therapists employed 
and the number of activity therapy programs in the depart- 
ment or departments. Not associated with the coordina- 
tion were size of hospital, work experience of activity 
therapy program administrative head, and the academic 
background and area of specialization of activity therapy 
program administrative heads. 


National Opinion and Coordination—a study of the 
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need for and the feasibility of the establishment of a train- 
ing program for coordinators of adjunctive therapy. Con- 
ferences were held with representatives from the several 
special therapy groups, and visits made to clinical centers. 

Conference participants agreed that there is a trend 
toward the grouping of adjunctive therapists into a single 
department, that this is desirable and would enhance care, 
that a training program for coordinators should be estab- 
lished at the graduate level for students having two or 
more years of clinical experience. Site visits disclosed a 
trend toward coordination of adjunctive therapies, debate 
about the proper status and role of adjunctive therapists, 
and considerable dissatisfaction with existing training pro- 
grams and with activities in clinical settings; there was no 
single theory of adjunctive therapy on which to base a 
clinical program and little or no research on uses of 
adjunctive therapy. 

Team Operative Study—aspects of the adjunctive ther- 
apy coordinator’s role in a study of clinical or therapeutic 
coordination. A psychiatric team was organized with a 
project staff member as the physician in charge. The team 
met weekly to discuss one patient. An attempt was made 
to evaluate the adjunctive therapist coordinator’s role. 
Evaluative devices included tape recordings of team meet- 
ings and individual interviews. 

The adjunctive therapy coordinator had no direct impact 
on clinical coordination. His role after extended analysis 
emerged as almost wholly one of administrative coordi- 
nation. He must understand the social structure of the 
hospital, its formal and informal chain of command, and 
the psychological needs of his staff for support and di- 
rection. He must comprehend the needs of the hospital, 
interdepartmental communication, inservice education, the 
possibility of inter and intradepartmental rivalry, as well 
as budget and supplies. Though not functioning directly 
in clinical coordination, he must understand the patients’ 
needs in order to discuss treatment with the therapists and 
to help the physician prescribe appropriate therapeutic 
programs. He must understand that his role is primarily 
to facilitate. 


Attitude Therapy Study—a study to measure the effect 
of adjunctive therapists’ assumed attitudes upon patients’ 
perceptions, considered an important aspect of “use of 
self.” Measuring devices were a list of adjectives from 
which the patient described the therapist and a test giving 
situations involving therapist and patient in which the 
therapist chose one of two reactions. 

It could not be demonstrated that prescribed attitudes 
assumed by an adjunctive therapist affected patients’ per- 
ceptions of the therapists. Both sets of data showed sig- 
nificant differences between the perceptions patients held 
of the adjunctive therapists, indicating that individual 
differences between therapists are important determiners 
of patients’ perceptions of them. 
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Conclusions 


The project staff evaluated the total data from the seven 
subprojects and drew several conclusions. 1. A training 
program for coordinators of adjunctive therapy is needed 
and a training program should be established. 2. A trend 
toward administrative and therapeutic coordination is 
apparent. 3. The job of the coordinator demands training 
not now available. (The Association of Medical Rehabili- 
tation Directors and Coordinators is continuing studies of 
possible training and the members of this group clearly 
accept the need for additional formal training.) 4. The 
proposed training would probably be best implemented 
at the graduate level. 5. The establishment of a graduate 
program is feasible. 


Recommendations 


The project group suggested some areas felt to be 
essential to research on a curriculum for coordinators. 1. 
Considerable attention will need to be given to such 
matters as personnel administration, budgeting, group 
dynamics, and staff selection. 2. Particular attention will 
need to be given to securing the proper balance between 
clinical experience and didactic training. 3. Special con- 
cern will need to be given to development of skills in 
evaluative research. 


8 
Ingredients of a Rehabilitation Program 


By: Robert C. Hunt, M.D. (Hudson River State Hosp., 
Poughkeepsie, N. Y.) 


In: An Approach to the Prevention of Disability from 
Chronic Psychoses; the Open Mental Hospital Within the 
Community. Proceedings of the 34th Annual Conference 
of the Milbank Memorial Fund, 1957, Part I. pp. 9-27. 
1958. 80 p. Milbank Memorial Fund, 40 Wall St., New 
York 5, N. Y. $1.00. 


There is no convincing evidence that anyone was ever 
kept out of the state hospital by mental health education 
and child guidance clinics. We have advanced in the 
symptomatic treatment of psychosis, but it is doubtful if 
the primary schizophrenic process is ever “cured.” The 
physician’s first duty is to do no harm, his second to 
relieve symptoms while searching for a cure. Our tools 
for dealing with major mental illness confine us largely 
to avoiding damage and relieving symptoms. The enormity 
of our problems forces us to look realistically at our tools 
and ask whether we are hurting anyone with them. Much 
disability is caused by bungling, though well-intentioned, 
use of these tools. We have scarcely begun to realize their 
usefulness; more perceptive use of proved technics can 
radically reduce the disability associated with mental ill- 
ness. 

In this discussion ‘‘rehabilitation” is thought of as en- 
compassing all possible measures for reducing the amount 
and severity of disability, by both avoidance and allevi- 
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ation. The particular meaning we attach to “‘rehabilitation” 
derives from the following assumptions: 1. The disability 
associated with psychotic mental illness is enormous. 2. 
The illness and the associated disability are not neces- 
sarily homogenous or synonymous. 3. Disability is only 
partly intrinsic to the illness. 4. Disability is in large 
part an artifact of extrinsic origin. 5. Since the disability 
is largely an artifact, it is not inevitable and something 
can be done. 6. The factors that produce disability are 
multiple. 7. The multiple extrinsic factors have a common 
origin in traditional attitudes toward the mentally ill in 
our culture. The one central assumption is that much of 
the disability associated with psychotic illness is not a part 
of the illness as such. Much is treatable and preventable. 
We must concede that mental illness as such is a cause 
of disability. Therefore, treatment of the disease process 
must be important in a comprehensive attack on disability. 
For this discussion, however, our principal focus is on 
that disability thought exogenous and the measures 
thought appropriate to this extrinsic pathology. 

The etiology of this extrinsic pathology lies in the area 
of customs and attitudes of our culture, compounded of 
lack of understanding, misconceptions as to the nature of 
mental illness and the behavior of the mentally ill, anxiety 
about supposed dangers, and intolerance of those who 
deviate from the norm, These attitudes lead to rejection 
and extrusion of the deviant; this extrusion cuts off the 
individual from opportunities to develop and exercise 
skills; this results in failure to develop skills and atrophy 
of skills already possessed ; and this loss of potential skills 
for living constitutes an artificially produced disability. 
Much of this unnecessary crippling must be laid at the 
door of the state mental hospital from the standpoint of 
both how it functions internally and how it is used by 
the society it serves. Commitment to the state hospital 
continues, in most cases, to represent to the patient and to 
his family major social surgery by “putting him away.” 

It is common for the patient who arrives at the state 
hospital fearful of legendary horrors to be surprised and 
grateful at finding kindness, gentleness, understanding, 
and genuine concern for his welfare. Well-meaning kind- 
ness can itself be a cause of disability, however, when 
based on false premises. The certified mental patient is 
traditionally regarded as one who has lost all capacity for 
managing his affairs. Most of us working in public 
mental hospitals have been satisfied we were applying the 
lessons learned from Pinel’s removing the chains from 
the lunatic, that at least we were not making our patients 
worse by medieval brutalities even though our technics 
left something to be desired. This smugness has been shat- 
tered by such pioneers as Macmillan and Rees, who have 
rediscovered the values of an open hospital. Their experi- 
ence, showing the virtual disappearance of antisocial and 
irresponsible behavior in patients treated and trusted as 
responsible fellow human beings, forces us to a total re- 
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examination of our traditional procedures. In our hos- 
pitals it is a rare patient who suffers cruelties to the flesh, 
but we are beginning to realize that restraints on the 
human spirit cannot be measured in terms of iron bars 
and canvas alone but derive much more importantly from 
the attitudes and expectations of the human beings around 
one. A great contribution of the pioneers in the open 
hospital is the proof that this principle applies to human 
beings who happen to be mental patients. 

Tranquilizing drugs brought dramatic changes in some 
outward manifestations of the hospital culture but do 
not of themselves change the basic structure. Noisy wards 
have virtually disappeared and patients are quiet, tractable, 
and in some contact with their surroundings. Improve- 
ments in the patient’s condition require more and not less 
attention as the patient can now respond to psychotherapy, 
occupational therapy, and recreation. 

Ostensibly well-meaning crusaders blame the custodial 
culture on such internal factors as lack of enough 
doctors, nurses, therapy, and dollars, but this custodial 
culture is largely an inevitable consequence of the public’s 
expectations. Our society hopes for successful treatment 
but demands safe custody. We are excoriated by the 
judiciary, crucified by the press, and harassed by litigants 
over supposed lapses from security. The custodial function 
can never be abolished by measures taken within the 
hospital alone, but it would be erroneous to blame our 


practices on the ignorance and prejudice of unenlightened ° 


citizens. Our cultural practices form an exceedingly com- 
plex web of interlocking strands that we cannot hope to 
entirely understand. 


The question raised here is not so much whether the 
mentally ill need treatment as whether they need hospi- 
talization. Now, the one common criterion for admission 
and retention is the presence of mental illness, whether 
or not it can be expected to respond to hospital treatment, 
and whether or not there is any danger to the patient 
or to the public. More ideally the mentally ill would be 
hospitalized only for safety or some special treatment 
need. The very presence of the free state facility dis- 
courages the creation of costly local services. County local 
officials have opposed appropriation of local funds for 
mental health because a nearby state facility takes care 
of their needs at no cost. Existing community agencies 
inevitably tend to devote themselves to the non-psychotic 
and screen out the psychotic as the responsibility of the 
state. In our state it is most difficult for the hospital ad- 
ministration to do anything about the way the hospital is 
used by its community. A patient found not mentally ill 
on admission can be refused or discharged, but no statute 
provides for objecting to receiving a mentally ill patient 
in our opinion not in need of hospitalization. We can 
suggest alternative methods of treatment only if the 
patient applies for voluntary admission. Perhaps the best 
hope of controlling admissions with more valid medical 
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criteria lies in the direction of using voluntary procedures 
for the great majority, with rare resort to certification. 

Exciting as is the open hospital in Nottingham, even 
more impressive is the comprehensive community program 
in which the hospital has a restricted and medically 
determined role in the total spectrum of services. The 
Topeka State Hospital has also been able to establish a 
large measure of control over admissions, accepting 
principally patients who have some special need and are 
thought amenable to treatment. There has been an in- 
tensive campaign to educate local officials as to criteria for 
admission and to alternative methods of dealing in the 
community with patients not deemed suitable for ad- 
mission. Efforts have been made to provide clinical services 
at the community level to assist in this program. Move- 
ments of this kind represent one of our greatest hopes for 
the future. We must insist on returning some treatment 
functions and a very large part of the custodial function 
to the community. Only in this way can we prevent the 
continuing accumulation of vast numbers of totally dis- 
abled institutionalized persons. 

There must be an almost revolutionary change in public 
attitudes and practices, with alleviation of public anxiety. 
Tolerance must be created so the mentally ill can function 
in their homes, neighborhoods, and jobs, except during 
episodes needing hospital treatment. Specialized medical 
and social services should be available in the community. 
There must be effective motivation in the community to 
use these facilities. Cost undoubtedly affects motivation. 
It may seem wise to restore to local government some of 
the taxing powers vested in the state, requiring local 
government to pay part of the cost of placing its citizens 
in state institutions. However, probably no such govern- 
mental fiscal administrative changes would have much 
influence unless these were expressions of basic change in 
concepts of citizen responsibility. 

How are these changes to be brought about? By public 
education, but this also bears reexamination. I have said 
that a change in public attitudes must come first, but I 
do not believe in this for a moment. Before we can hope 
to make any serious change in public attitudes, we who 
work in mental hospitals must bring about radical changes 
in our institutions. It is futile to preach tolerance as long 
as we practice intolerance. The keystone of the entire 
projected structure must be the widespread adoption in our 
mental hospitals of values, attitudes, practices, and human 
relations embodied in the open-door policy. Macmillan 
and Rees have pointed out that the comprehensive com- 
munity program has been important in facilitating the 
open hospital. It should be emphasized that the open 
hospital is essential in the growth of community tolerance 
of the mentally ill. The great fundamental value of the 
open-door movement lies in its demonstration that the 
mentally ill not ozght to be, but can be, destigmatized. For 
the first time in our lifetime we will be able to demonstrate 
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to the public that incarcerated madness is unnecessary, 
that the mentally ill can be trusted with responsibility and 
freedom, and that this will not only help them be happier 
and more productive citizens but will actually make them 
less burdensome and less dangerous to society. 

When we have accomplished these changes, we will be 
well on the road to the prevention of extrinsic disability 
and will have prepared the way for the rehabilitation of 
those already crippled. 
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A Two-Year Follow-Up Study of the Patients Ad- 
mitted to the Rehabilitation Center of the Hospital of 
the University of Pennsylvania 


By: Arthur J. Heather, M.D. (School of Medicine, 
Univ. of Pennsylvania, Philadelphia 4, Pa. ) 


In: Am. J. Physical Med. Oct., 1958. 37:5:237-255. 


All patients admitted to the Rehabilitation Center at 
the Hospital of the University of Pennsylvania since its 
opening on January 25, 1954, were followed until 
January 26, 1956, to determine their after-discharge 
status. Information was gathered from hospital records 
and from form letters mailed to those discharged. Tele- 
phone calls and house visits were sometimes made to get 
the desired information. A total of 194 follow-up records 
were completed, a 93.2 percent response from the total of 
208 patients treated. 


The success of physical restoration was measured by 
the progress of the patient both during therapy and after 
discharge from the Center. This paper reports on the 
patients by type of disability: paraplegia, hemiplegia, 
triplegia and quadriplegia, arthritis, amputation, polio- 
myelitis, multiple sclerosis, cerebral palsy, and miscel- 
laneous. Special emphasis was placed on determining the 
number who attained a status of independence, which is 
defined as that status whereby a patient can care for 
himself completely in living quarters on one floor. A 
partially dependent patient is one who needs the assistance 
of another individual at times but can carry out most of 
the activities of daily living unassisted. Dependence de- 
notes a patient who can do little or none of his self-care 
activities, requires nursing care, and cannot be left alone 
for any appreciable time. 


Status of Dependency 

Hemiplegia—Of 37 hemiplegic patients followed up, 
16 (43%) were classified as dependent in contrast to 25 
(67.5%) on admission. Nineteen (51%) were inde- 
pendent on follow-up compared with 10 (27%) 
on admission. At the time of follow-up 11 (29%) were 
using public transportation. Ambulation status was in- 
vestigated ; results are shown in table 1. On admission to 
the Rehabilitation Center none of the hemiplegic patients 
could drive an automobile; at follow-up 2 (5.4%) were 
driving. 
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Two of the hemiplegic patients among those who re- 
mained dependent had severe physical disabilities. One 
was aphasic and handicapped by a domineering wife, who 
refused to allow him to use the self-care activities taught 
him. The other had a marked organic mental deficit, 
colitis of 35 years’ duration, hypothyroidism, a resistant 
urinary tract infection, and a mixed aphasia. These are 
presented to point up the need for more careful pread- 


TABLE 1.—Ambulation Status of 37 Hemiplegic Patients 











No. Am- No. Non- 

bulatory Percent ambulatory Percent 
Admission 13 35.1 24 64.8 
Discharge 22 59.1 15 40.5 
Follow-up 23* 62.1 14 37.8 





* Two could walk less than 100 ft., 4 about 100 ft., 3 one city 

block, 1 four city blocks, and 13 unlimited distances. 
mission evaluation. An alternative is to set up a two or 
three-week evaluation period before the patient is con- 
sidered for an all-out program of rehabilitation. At the 
end of that time, patients not candidates for such treat- 
ment should be discharged on a home-care program and 
reevaluated at intervals. If at a later date there has been 
sufficient improvement, the patient can be admitted for 
therapy. The admission of severely disabled patients to 
a center is demoralizing to the staff, denies more eligible 
candidates the opportunity of facilities, and places an un- 
justified expense on the families of the patient or the 
sponsoring agency. Also we frequently overlook the pre- 
illness or preaccident personality. We cannot expect a 
poorly motivated individual suddenly to become a dynamic 
personality after a disabling accident or illness. 

Poliomyelitis —Of 24 poliomyelitis patients, 1 returned 
an incomplete record and was dropped. The other 23 
patients attained the status given in table 2. 


TABLE 2.—Status of 23 Patients with Poliomyelitis 


Toilet 
Facilities 





Feeding 


Bed to Chair Bath Dressing 





On Admission 


9pts—PD/| 6pts—PD| 6pts—PD)} Spts—PD| 3pts——PD 

















9 pts.— 10pts—ID | 11pts—ID | 4pts.—I 19 pts.—I 
1(2BB) 
Spts—D | 7pts—D | 6pts—D | 14pts—D | 1pt—D 





On Discharge 
































4pts.—PD| 3pts—PD| 2pts—PD| 4pts—PD| 2pts—PD 
18 pts.—I 18 pts.—I 18 pts.—I 15pts—I | 21 pts—I 
(2BB) 
1 pt—D 2pts—D | 3pts—D | 2pts—D 
2 pts.— 
Comm. 
At Follow-Up 
2pts—PD} 3pts—PD| ipt—PD| ipt—PD | i1pt—PD 
19 pts.—I 18 pts.—I 19 pts.—I 19pts—I | 22 pts.—I 
(1 Fs.) 
2pts—D | 2pts.—D 3pts—D | 3pts—D 
D=Dependent I=Independent PD=Partially dependent 


BB= Bridge board used Tr. = Trapeze board used 


Comm. = Bedside commode used 
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DIGESTS 

At the time of follow-up, 17 (74%) were ambulatory 
(could walk 50 ft. or more) as compared with 13 (56%) 
on admission. Fifteen (65%) could walk one block or 
more. A total of 4 patients (17.3%) were able to use 
public transportation at the time of follow-up and 9 
(39.1%) could drive an automobile, 3 using hand 
controls. Several had not attempted to drive. 

Paraplegics—Twenty-one patients were classified as 
paraplegics. One died before follow-up. Twelve were 
dependent on admission, at time of discharge there were 
5, and at follow-up there were 6. Two patients were 
classified as independent on admission and at time of 
discharge and at follow-up there were 10. None of those 
totally dependent at discharge progressed to independence 
at follow-up, but 3 had become only partially dependent. 
Four (209%) of the 20 living patients had been ambula- 
tory on admission. At the time of discharge 13 (65%) 
were walking, and at follow-up 11 (55%), 1 requiring 
manual assistance. Six at follow-up could walk one or 
more city blocks. 

Rheumatoid Arthritis.—Of 20 patients with rheumatoid 
arthritis, 15 were dependent on admission and 5 were 
partially dependent. Two of the dependent patients had 
died by the time of follow-up. At follow-up, there were 
1 dependent patient, 6 partially dependent, and 11 
independent. 

Degenerative Joint Disease——The patient with de- 
generative joint disease was almost totally dependent on 
admission, but at the time of follow-up she was in- 
dependent and could walk a city block with a cane. 

Triplegia and Quadriplegia.—Thitteen patients who 
were triplegic or quadriplegic responded to follow-up 
queries. Their dependency status is given in table 3. 


TABLE 3.—Dependency Status of Patients with 
Triplegia or Quadriplegia 























Bed to Toilet 
Chair Bath Dressing Facilities Feeding 
On Admission 
D 10 9 8 9 5 
PD 1 3 4 2 3 
2 1 1 F 5 
On Discharge 
D 8 6 4 7 1 
PD 2 5 * 3 5 
s § 2 2 3 7 
At Follow-Up 
D 4 6 5 6 1 
PD 4 2 > 3 1 
: 2 5 3 4 11 

















On admission only 2 (15%), both quadriplegics, were 
ambulatory, on discharge there were 6 (46%), 5 quad- 
riplegics and 1 triplegic, who could walk. On follow-up 1 
more quadriplegic was ambulatory, making a total of 7 
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(53.8%) patients classified as ambulatory. However, 
only 3 (23%) could walk one city block or more. The 
other 4 could walk from 10 to 250 feet and required 
extensive bracing to manage the short distances. The 
ability to manage steps was confined to the 3 who could 
walk a block or more, 2 of whom could also drive. 


Employment 

At follow-up, 5 (13.5%) of 37 hemiplegics were re- 
ported employed, including one housewife who did all 
her own work. This low percentage may be explained by 
the age range, 44 to 56 years, averaging 50.4 years. In- 
come for the four males ranged from $37.50 to $68.00 
per week; the average monthly income was $235.95. Of 
the 24 poliomyelitis patients responding, 1 gave in- 
complete information. Of the remaining 23, 12 (52.1%) 
were employed. The duration of employment ran from 6 
months to 21/, years, the average being 121/, months. 
Seven (35%) of 20 living paraplegics were employed, 
including a housewife doing part-time work. The yearly 
average income was $1,613.33. Of 38 amputees, 18 
(47%) were employed; the average income of 16 work- 
ing full time (including two housewives) was $196.00 per 
month. Eight of 18 living patients with rheumatoid 
arthritis were employed. The yearly income in this group 
ranged from $5,000.00 down to $600.00 with an average 
of $2,337.00. Two of 3 patients having traumatic arthritis 
were working, making $600.00 and $2,000.00 per year. 
The one patient with degenerative joint disease was re- 
tired. One of 5 patients with cerebral palsy was employed 
at $14.00 per week. One of 2 with multiple sclerosis was 
working and received $20.00 per week. Of 13 patients, 2 
triplegic and 11 quadriplegic, 1 triplegic patient (7.6%) 
was employed. One quadriplegic had sold $100.00 worth 
of oil paintings in 1956 and another was in vocational 
training school. 


Conclusions 

Additional information obtained by yearly restudy of 
the patients followed (plus each succeeding year’s 
patients) will increase the value and reliability of the 
data and only through long-term follow-up study can we 
honestly evaluate our methods of treatment. We are all 
familiar with the discouraging relapses frequently seen 
after the patient has left the stimulating environment of 
the rehabilitation center. Since the patient’s physical 
capabilities and motivation are important, there should 
be more careful preadmission evaluation. Practical goals 
must be kept in mind when a rehabilitation regime is out- 
lined for the severely disabled patient. Often the best 
possible wheelchair existence or a status herein called 
independence is more desirable than to aim for an end 
result that lies beyond the patient’s physical and psycho- 
logical capabilities. 

The American Journal of Physical Medicine is published 
by the Williams & Wilkins Co., Baltimore 2, Md., sub- 
scription rate $6.00 a year, $1.50 an issue. 
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ARCHITECTURE (DOMESTIC) 


10. Haeuser, Charles 


Architecture for the aged ; factors to consider in design- 
ing facilities for elderly patients. Hospitals. Nov. 1, 1958. 
32:21:47. 

An article adapted from a speech presented at the Tri- 
State Hospital Conference, held in Chicago in 1958. The 
author, an architect, discusses a variety of factors to be 
considered when planning housing for the aged—many 
equally applicable to housing for the handicapped. 


ARTHRITIS—NURSING CARE 


11. Barckley, Virginia (Pennsylvania Dept. of Health, 
Harrisburg, Pa.) 

Arthritis and a narrow perspective do not mix, by 
Virginia Barckley (and others). Nursing Outlook. Nov., 
1958. 6:11:638-639. 

Describes the rehabilitation of a young woman with 
epilepsy and rheumatoid arthritis; the program was origi- 
nally planned with a very simple goal in mind—the pre- 
vention of muscle contractures. Now able to take care 
of her own needs, she is also receiving job training and 
hope has been restored to the patient and her family. 
Methods used in her rehabilitation are discussed briefly. 


ARTHRITIS—SURVEYS—GREAT BRITAIN 


12. Hart, F. Dudley (Westminster Hospital, London, 
England) 

Ankylosing spondylitis. Brit. Med. J. Nov. 1, 1958. 
5104:1082-1083. 

Information from a questionnaire survey answered 
completely by 200 patients who had been seen, and the 
majority treated, at Westminster Hospital, London, empha- 
sized the relatively good prognosis in regard to work 
capacities of those with ankylosing spondylitis. A reason- 
ably satisfactory response to existing forms of therapy 
(drugs and deep x-ray) was evidenced. Of this series of 
patients, 809 were capable of working full time; only 
59 were capable of no work of any sort. These results 
are more encouraging than those found in rheumatoid 
arthritis. 


AUDIOMETRIC TESTS 


13. Kodman, Frank, Jr. (Audiology Clinic, University 
of Kentucky, Lexington, Ky.) 

Some implications of hearing defective juvenile delin- 
quents, by Frank Kodman, Jr. (and others). Exceptional 
Children. Oct., 1958. 25:2:54-56, 67. 

A comparison of the incidence of hearing loss in in- 
stitutionalized juvenile delinquents and normal school 
children. Results of pure tone hearing tests administered 
to 306 institutionalized children were compared with those 
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from a sample of public school children; incidence of 
hearing loss was -significantly greater in the juvenile de- 
linquent group. It was also higher for this group than 
the national estimate of 5% for public school children. 
The authors believe the major significance of this fact may 
be related to low intelligence and socioeconomic factors 
operating in the juvenile delinquent group. 

An additional article on p. 57, “Juvenile Delinquency” 
by William C. Kvaraceus, presents information prepared 
by the National Education Association's Juvenile Delin- 
quency Project research group and includes a selected 
bibliography, briefly annotated, on juvenile delinquency 
(p. 58-67). 


14. Sheridan, Mary D. 


Simple clinical hearing-tests for very young or mentally 
retarded children. Brit. Med. j. Oct. 25, 1958. 5103: 
999-1004. 

In same issue: The deaf child (an editorial). p. 1026- 
1027. 

A series of simple clinical auditory screening tests found 
useful in assessing the everyday hearing of very young or 
mentally handicapped children is described, as well as 
the general principles, materials, and procedures upon 
which they are based. It is recommended that they be 
administered by the medical examiner or psychologist 
since such testing is not intended at this stage for large- 
scale application by ancillary personnel. Normal speech 
development during the preschool years is summarized 
briefly. Material used in testing (common household 
articles, toys, and pictures) is listed. Detailed instructions 
for testing children at various age levels are included. 
Intended for use with children with mental ages between 
6 months and 7 years, the tests were given by the author 
to 192 mentally handicapped and 537 normal children. 


An editorial in this issue discusses briefly the problems 
in regard to early detection of deafness in children, the 
development of screening programs, the probable causes 
of deafness in children, and the training of deaf children. 


See also 17; 67. 


BLIND 
See 69. 


BLIND—EMPLOYMENT 
See 29. 


BLIND—LEGISLATION 


15. Farrell, Gabriel 


Today's legislative picture in historical perspective. 
New Outlook for the Blind. Nov., 1958. 52:9:325-329. 


Dr. Farrell, formerly director of Perkins School for the 
Blind for 20 years and currently honorary president of 
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the International Conference of Educators of Blind Youth, 
traces the growth of statutory actions affecting the blind 
as well as the motives and attitudes that influenced the 
history of such special legislation. He makes a plea for 
disassociation of the idea of poverty in regard to blind- 
ness; attitudes toward the blind should not be determined 
on the basis of such negative emotions as fear and anxiety. 


BRAIN INJURIES 


16. Walker, Edmund F. (2007 Wilshire Blvd., Los 
Angeles 57, Calif.) 

Brain-damaged children; the problem of relations in 
the family group, by Edmund F. Walker and David L. 
Katz. Calif. Med. Apr., 1958. 88:4:320-323. 


Subjects of the reported study were 16 children with 
minimal brain damage, ranging in age from 7 to 11. 
Detailed histories of birth and early development revealed 
a definite history of birth trauma in 6 patients, premature 
delivery in 2, cerebral concussion in 4, febrile convulsions 
in infancy in 2, and erythroblastosis fetalis in one. Pro- 
nounced consistency characterized the behavioral pattern 
in the group. Results of psychologic testing are discussed 
briefly. When drugs were administered to the children, 
behavior improved ; hyperactivity, distractibility, and sud- 
den emotional outbursts decreased. With the child’s be- 
havior improved, parents were better able to understand 
and meet the child’s emotional needs. 


BRAIN INJURIES—PSYCHOLOGICAL TESTS 


17. Schlanger, Bernard B. (Speech and Hearing Clinic, 
W.Va. Univ., Morgantown, W. Va.) 

Results of varying presentations to brain-damaged chil- 
dren of an linen word discrimination test. Am. ]. 
Mental Deficiency. Nov., 1958. 63:3:464-468. 


In an experiment conducted with 24 children with 
mental retardation diagnosed as due to brain defects, an 
attempt was made to determine whether children of this 
type are able to ignore the distracting auditory background 
elements while participating in a simple choice test of 
auditory discrimination. Results suggest that perceptual 
dysfunction was due to behavioral disturbances arising as 
sequelae of the cortical lesion rather than from general 
or specific auditory factors. It is believed that, with an 
increase in M.A. and with increased attention span and 
social maturation, auditory discrimination will improve. 


CEREBRAL PALSY 


18. Danish Med. Bul. Feb., 1958. 5:2. 


Partial contents: Etiological factors in cerebral palsy 
and their correlation with various clinical entities, S. 
Brandt and V. Westergaard-Nielson, p. 47-52.—Ortho- 
pedic surgery in cerebral palsy, J. Mortens and H. Moller, 
p. 52-58.—The prognosis in cerebral palsy, P. Plum, 
p- 58-65. 

The article by Brandt and Westergaard-Nielsen presents 
an analysis of case histories of 628 cerebral palsied 
patients from the Cerebral Palsy Clinics at the Orthopedic 
Hospitals in Aarhus and Copenhagen, Denmark. Statistics 
cover frequency of various possible etiologic factors in 
cerebral palsy and its various sub-groups. The implications 
of the findings for planning preventive measures in this 
disabling condition are emphasized. Drs. Mortens and 
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Moller report on results of various orthopedic operations 
on 114 children with cerebral palsy at the Orthopedic 
Hospital in Copenhagen. The article by Plum reports an 
investigation and 3-year follow-up of 203 patients with 
cerebral palsy to evaluate the possibility of estimating 
prognosis from a study of the etiology, symptoms, and 
success of treatment. 

Published by the Danish Medical Association, Domus 
Medica, Copenhagen O, Denmark. 


CEREBRAL PALSY—MEDICAL TREATMENT 


19. Gibson, J. (St. Lawrence’s Hosp., Caterham, Surrey, 
England) 

Procaine amide treatment of choreoathetoid movements 
in defectives. Am. J]. Mental Deficiency. Nov., 1958. 
63:3 :444-446. 

Twelve mentally defective male patients, all showing 
marked choreic or athetoid movements associated with 
some degree of spastic paralysis, were treated with pro- 
caine amide to test its possible effect on involuntary move- 
ments. Results of previous experiments reported in the 
literature had been favorable but the present study did 
not confirm previous findings. None of the patients in 
this series showed any signs of clinical improvement nor 
did any express feelings of subjective improvement. 


20. Plum, P. (Dept. of Pediatrics, Rigshospitalet, Co pen- 
hagen, Denmark) 

Mysoline and meprobamate in cerebral palsy, by P. 
Plum and K. Sparup. Acta Paediatrica. May, 1958. 47: 
260-264. 

Mysoline was used to treat 46 children with cerebral 
palsy and meprobamate was given 33 patients; especially 
in cases of athetosis, results with Mysoline were favorable 
although the tolerance for this particular drug was ob- 
served to be less in children with cerebral palsy than in 
children with epilepsy. Meprobamate poll, moder- 
ately favorable results in children with spastic paralysis 
but not, however, in athetosis. Use of Mysoline resulted 
in a reduction of the increased tone, better control of the 
involuntary movements, improved speech, and a reduction 
in restlessness and tension in some cases. These pre- 
liminary findings have led the authors to view with more 
optimism the treatment of cerebral palsy with drugs. 


CEREBRAL PALSY—PHYSICAL THERAPY 
See 69; 70. ” 


CEREBRAL PALSY—PSYCHOLOGICAL TESTS 


21. St. Hilaire, Therese Forest (402 Blair Rd., Lake 
Barcroft, Falls Church, Va.) 


A study of abstract thinking in cerebral palsied children, 
by Therese Forest St. Hilaire; Introduction, by William P. 
Argy. Bul., Georgetown Univ. Med. Center. July, 1958. 
11:6:206-220. 

A review of studies concerned with children who have 
cerebral birth injuries leads the author to suggest that the 
term “disguised mentality’ is more appropriate for de- 
scribing the status of intelligence in these children than 
the term “retarded.” Results of her own investigations 
demonstrated that the ability to think abstractly usually 
exceeds any predictions that might be drawn from results 
of the estimation of the intelligence quotient. Data were 
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obtained from tests given cerebral palsied children under 
treatment at the District of Columbia Society for Crippled 
Children. In brain-injured children the pattern of test 
responses and the level of their ability to think abstractly 
are of much greater significance than the intelligence 
quotient. This report is based on a dissertation for the 
M.A. degree, Catholic University of America. 


CEREBRAL PALSY—SPECIAL EDUCATION 


22. Lubran, A. 


Finding oneself through achievement and acceptance; 
some thoughts on the education of E.S.N. spastic children. 
Special Education. May & Sept., 1958. 47:3 & 4. 2 pts. 


Social and emotional adjustment of the cerebral palsied 
child can be aided by training in social habits and through 
recreational activities and play material adaptable to the 
child’s handicap. Music may be used to initiate activity 
in therapy sessions or for purely recreational experiences 
to increase enjoyment of music. Muscular skills required 
for everyday social living are linked with habit training. 
The teaching of language and numbers is associated with 
various forms of expressive activities such as painting, 
singing, handwork, and dramatics. 


CHRONIC DISEASE—PROGRAMS 


23. Association of State and Territorial Health Offi- 
cers. Subcommittee on Long-Term Illnesses and Aging 


Symposium on chronic disease (1958, University of 
Michigan). Public Health Rep. Nov., 1958. 73:11: 
971-987. 

Selected papers: Progress in control of chronic disease, 
David Seegal and Arthur R. Wertheim.—Public health 
and chronic disease, Theodore J. Bauer.—Patient services 
in chronic diseases, Martin Cherkasky.—Health related 
services, Ollie A. Randall. 

Drs. Seegal and Wertheim discussed advances made in 
the prevention and control of chronic diseases, noting 
change in status of certain diseases since 1949. The need 
for reappraisal of the concept of so-called degenerative 
diseases was emphasized. With primary and secondary 
preventive measures being discovered and used with 
greater frequency, early recognition of the symptoms of 
chronic disease and vigorous treatment should result in 
even more progress. 

Dr. Bauer noted with gratification the cooperative 
efforts of private physicians and local public health 
agencies attacking the problem of chronic illness; public 
health projects demonstrating the value of secondary pre- 
vention and rehabilitation can be initiated on the local 
level and aid in public acceptance of responsibility. 


CLEFT PALATE—MEDICAL TREATMENT 
See 66. 


CLEFT PALATE—MENTAL HYGIENE 


24, Ruess, A. L. (Cleft Palate Training Center, 1853 
W. Polk St., Chicago 12. Ill.) 

The clinical psychologist in the habilitation of the cleft 
palate patient. ]. Speech and Hear. Disorders. Nov., 1958. 
23 :5:561-576. 

Presents some of the basic psychological problems of 
the cleft palate patient and defines functions of the clinical 
psychologist on the habilitation team, based on experience 
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with children and adolescents who were patients at the 
University of Illinois Cleft Palate Clinic. The literature 
is reviewed but few systematic studies of the psychological 
characteristics and problems of the cleft palate patient 
were found. A rationale is presented to serve as possible 
criteria for determining whether the cleft palate patient 
is handicapped in the sociopsychological sense. Problems 
involved in psychological evaluation of these children are 
discussed and two case histories illustrating problems 
encountered are included. 34 references. 


DEAF—SPECIAL EDUCATION 
See 47. 


DEAF—SPEECH CORRECTION 


25. Vorce, Eleanor (Lexington School for the Deaf, 904 
Lexington Ave., New York, N. Y.) 


Speech in the preschool for the deaf. Volta Rev. Nov., 
1958. 60:9:478-481, 504. 


Primary emphasis in teaching the young deaf child to 
speak should be placed on the expression of ideas to be 
communicated; speech skills should follow as an out- 
growth of this expression. Teaching should be informal at 
the preschool level. Observations of children in the 
nursery school of the Lexington School for the Deaf for 
the past 3 years revealed that these children needed words 
to express strong emotion, negative feelings, feelings of 
egocentricity, words of inquiry or question, and those that 
explain activities. By the time the preschool child is ready 
for elementary school, his speech should be spontaneous 
and natural; more formal training for the refinement and 
correction of speech can then be employed. This paper was 
presented at the 1958 convention of the Council for 
Exceptional Children. 


DRAMATICS 


26. Redhead, Mary 


Play production with E.S.N. girls. Special Education. 
Sept., 1958. 47:4:26-29. 

A teacher in a small residential school for educationally 
subnormal girls in England tells of her experiences in 
adapting and producing three plays with students from 11 
to 16 years of age participating. Dramatic experience 
resulted in gains in self-confidence and social poise, im- 
proved speech, and in emotional development through the 
oe to release nervous tension. Since two of the 
plays were based on religious subjects, the students’ knowl- 
edge of religion was broadened through concrete presenta- 
tion of the stories. Although carried out as an extracurricu- 
lar activity, dramatic work provided many opportunities 
to incorporate teaching methods that benefited participants. 


DRUG THERAPY 


27. Carpenter, Earnest B. (401 Medical Arts Bldg., 
Richmond 19, Va.) 

Methocarbamol as a muscle relaxant; its clinical evalu- 
ation in acute trauma and chronic neurological states. 
South. Med. J. May, 1958. 51:5:627-630. 

An evaluation of the results of methocarbamol (Ro- 
baxin) in patients with skeletal muscle spasm and spas- 
ticity secondary to acute trauma and chronic neurologic 
disorders, The drug was given to 49 patients treated on an 
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outpatient basis ; 33 of the group had muscle spasm due to 
trauma, the remainder were patients with cerebral palsy 
(14), multiple sclerosis (1), and traumatic paraplegia 
(1). Those with cerebral palsy were between the ages of 
3 and 16. Results suggest that methocarbamol is a su- 
perior skeletal muscle relaxant in acute orthopedic condi- 
tions. A significant improvement was observed in func- 
tional capacities in most patients with chronic neurologic 
disorders. Further research is suggested because of the 
drug’s efficacy and the unusual freedom from toxicity. 


See also 19; 20; 50. 


EMPLOYMENT 


28. Rosenkrantz, J. A. (Albert Einstein Med. Center, 
Southern Div., Philadelphia 41, Pa.) 

Why it’s practical to hire the handicapped, by J. A. 
Rosenkrantz and Pascal F. Lucchesi. Hospitals. Nov. 16, 
1958. 32:22:46-48. 

Practical advantages of hiring handicapped and elderly 
persons in the hospital setting are illustrated by experi- 
ences at Albert Einstein Medical Center. A study of the 
work records of 47 disabled employees of the Center 
revealed less absenteeism among this group as compared 
with nonhandicapped employees. Their placement is made 
on the basis of their ability to be productive in a particular 
job, with an effort at placement where the risk to the 
employee himself and others will not be increased. A 
variety of physical disabilities was found among the 47 
handicapped employees; compensation insurance rates 
have not been increased by their employment, however. 


EMPLOYMENT (GOVERNMENT) 


29. Murr, Arthur C. 


The position of civil service in vocational rehabilitation 
of the blind. New Outlook for the Blind. Nov., 1958. 
52:9:339-342. 

The selective-placement program of the U.S. Civil 
Service Commission insures the blind fair consideration, 
along with all physically handicapped and nonhandicapped 
persons, for civil service positions. Policies in pone | to 
the hiring of the handicapped are outlined as well as 
ways in which the program is implemented. The agency 
coordinator plan, begun early in 1957, established a more 
effective channel of communication, promotes better un- 
derstanding of the program, and aids in the observance of 
the requirements set up by law and regulations. 


EPILEPSY—PROGRAMS 
See 5. 


EXERCISE 


30. Hellebrandt, F. A. (8 Cable Lane, RFD #3, 
Athens, Ohio) 


Application of the overload principle to muscle training 
in man. Am. ]. Phys. Med. Oct., 1958. 37:5:278-283. 

Reviews evidence supporting the inference that applica- 
tion of the overload principle is obligatory if a per- 
formance is to be iammmeel, irrespective of the technic or 
“system” advocated. When muscles are made to contract 
— at levels of performance that strain the limits 
of capacity, hypertrophy of the muscles occurs; on the 
basis of this overload principle, therapeutic exercise is 
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employed in rehabilitation programs to increase strength 
and endurance. Dr. Hellebrandt describes procedures for 
assessing the scientific basis for any method of muscle 
training and reports on methods she has used. Literature 
in the field is reviewed. 23 references. 


31. Klein, Karl K. (University of Texas, Austin, Texas) 

The effects of the cross transfer phenomenon and the 
individuality of progressive strength gains in post-injury 
problems of the knee. J. Assn. for Phys. and Mental 
Rehab. Sept.-Oct., 1958. 12:5:154-156, 165. 

A report of experimental research to determine the 
possible cross transfer effect that takes place when the 
weaker extremity is being exercised. Subjects were 22 
university students referred to the physical education re- 
habilitation laboratory at the University of Texas by the 
Student Health Center or by the individual’s family 
physician. Post-injury or post-operative time ranged from 
4 months to 4 years and 8 months; the chief complaints 
were weakness or inability to perform certain physical 
activities because of insecurity or fear of falling. Results 
of a systematic progressive exercise program indicated that 
cross transfer occurred from the weak side, which was 
exercised, in a steady progressive pattern. Bilateral bal- 
ance occurred after 4 to 6 weeks. Effects of cross transfer 
and exercise probably cannot be predetermined, due to 
individual differences. 


See also p. 10. 


HARD OF HEARING—SPECIAL EDUCATION 


32. Drennan, Genevieve (Office of Public Instruction, 
Springfield, Ill.) 

Adjustment of the hearing handicapped child in a day 
class. Volta Rev. Nov., 1958. 25:2:482-484. 


Health, parental acceptance, emotional security, social 
experience, an early training program, motivation, a well- 
adjusted personality in teacher and child, and a school 
curriculum that is not too easy for the hearing handicapped 
child are factors that seem to contribute to the child’s 
ability to adjust well to the day class. This paper was 
presented at the 1958 annual convention of the Council 
for Exceptional Children. 


33. Streng, Alice (Univ. of Wisconsin, Madison, Wis.) 

Public school programs for children with impaired 
hearing in small school systems. Exceptional Children. 
Oct., 1958. 25:2:71-76. 

Information gained from a questionnaire survey of 
speech therapists or directors of special education in com- 
munities of 80,000 or less population was used as the 
basis of this article discussing the wide variety of services 
offered hard of hearing children in the public schools. 
Two examples of excellent programs geared to the needs 
of small communities are presented—that of the State of 
Delaware and one established in Shorewood, Wis. The 
discussion should be helpful to communities contemplating 
the establishment of services for the hard of hearing child. 


HEMIPLEGIA 
See 59. 


JUVENILE DELINQUENCY 
See 13. 
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MENTAL DEFECTIVES 


34. Whitney, E. Arthur (Elwyn Training School, El- 
wyn, Pa.) 

Present day problems in mental retardation. Am. J. 
Mental Deficiency. Nov., 1958. 63:3:387-395. 


Problems in diagnosis, care, education, rehabilitation, 
and research in the field of mental retardation are exam- 
ined by Dr. Whitney; the current status of services and 
facilities is reviewed. Procedures for an adequate diag- 
nostic analysis of the mentally retarded are outlined and 
the contributions of preventive medicine to prevention of 
mental retardation cited. 


MENTAL DEFECTIVES—DIAGNOSIS 


35. The Training School at Vineland (N. J.) 


Report on Conference on Diagnosis in Mental Retarda- 
tion, May 19-20, 1958. Training School Bul. Aug., 1958. 
55:2:17-44. 

Entire issue devoted to the report. 

A selected audience of professional workers in the field 
of mental retardation participated in the Conference which 
stressed the need for competent uniform standards and 
procedures in the diagnosis of mental retardation. Eight- 
een speakers and discussants from 10 professional fields — 
biochemistry, neurophysiology, electrophysiology, neurol- 
ogy, speech and hearing, metabolism-endocrinology, psy- 
chology, psychiatry, and education—explored problems of 
the mentally retarded child’s medical status, etiology, 
sensory, emotional, and psychotic involvement, prognosis, 
and general plans for care and treatment. hideous are 
digested. The Conference offered discussions of interest 
to both the clinician and research scientist. 

Copies of this issue of the Training School Bulletin are 
available from the Editor, The Training School at Vine- 
land, Vineland, N. J., at 50c a copy. A booklet containing 
the full papers presented at the Conference (approxi- 
mately 210 pages) is available from the Public Relations 
Dept., The Training School at Vineland, at $1.75 a copy. 


See also 13: 14. 


MENTAL DEFECTIVES—EMPLOYMENT 


36. Schwartz, Louis (E. R. Johnstone Training and 
Research Center, Bordentown, N. J.) 


Occupational habilitation at a state residential center 
for retarded youth. Am. ]. Mental Deficiency. Nov., 1958. 
63 :3:408-414. 

The Johnstone Center, a short-term residential habilita- 
tion facility for high grade, mentally retarded boys and 
gitls between the ages of 12 and 20, offers occupational 
habilitation as one phase of an overall training program 
of special education, recreation, and cottage and religious 
life. This article describes services rendered at the Center, 
administrative procedures in evaluation, the work of the 
prevocational unit, types of occupational training, and 
placement procedures. 


MENTAL DEFECTIVES—INSTITUTIONS 


37. Peters, Roswell B. (916 Elm St., Rome, N. Y.) 


The role of the institution academic school in the re- 
habilitation of the mentally retarded. Am. J. Mental 
Deficiency. Nov., 1958. 63:3:506-510. 
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Describes the value of the academic school at the Rome 
State School (N. Y.) in rehabilitating _—, its purpose 
is to train children to socially acceptable standards to the 
point where placement in the community can be recom- 
mended with a reasonable expectation that they will be 
able to adjust to community hens, Factual information 
drawn from records of the School over the past eight years 
is analyzed; it appears that all those of the moron group 
will eventually be returned to community life. The author 
concludes that a longer period in the academic school and 
a more intensified industrial arts yoy are indicated 
before transfer of patients to “on the job” training. 


MENTAL DEFECTIVES—MEDICAL TREATMENT 
See 19. 


MENTAL DEFECTIVES—PARENT EDUCATION 
See 2. 


MENTAL DEFECTIVES—PSYCHOLOGICAL TESTS 


38. Eisman, Bernice S. (4445 Orange Grove, Riverside, 
Calif.) 

Paired associate learning, generalization and retention 
as a function of intelligence. Am. ]. Mental Deficiency. 
Nov., 1958. 63:3:481-489. 


The study reported an attempt to distinguish between 
superior, average, and mentally retarded adolescents on 
the basis of their performance on standard learning tests. 
Results of this eh differ from those previously reported ; 
no significant differences among the three groups were 
found with respect to any of the measures of performance. 
Possible reasons for the discrepancy are discussed; the 
author concluded that retardation can probably not be 
considered the result of a unitary deficit. The IQ score 
alone is not, in her opinion, a reliable predictor of learning 
in specific situations. 


39. Finley, Carmen J. (Off. of the Superintendent, 


Sonoma Co. Schools, 1593 Cleveland Ave., Santa Rosa, 
Calif.) 

An abbreviated Wechsler Intelligence Scale for Chil- 
dren for use with educable mentally retarded, by Carmen 
J. Finley and Jack Thompson. Am. J]. Mental Deficiency. 
Nov., 1958. 63:3:473-480. 

A brief review of the literature on abbreviated forms of 
the Wechsler-Bellevue Scale and their use with mentally 
retarded children, with a report of results of an experi- 
mental study to test the feasibility of devising a short form 
of the WISC for measuring the intelligence of educable 
mentally retarded children. A combination of the subtests 
that would best predict Full Scale IQ and could be easily 
administered was selected. As used with 309 mentally 
retarded children, the test devised appeared to be valid 
for the prediction of IQ with these children. It is sug- 
gested that when borderline or questionable results are 
obtained with this form, the full battery of subtests should 
be administered. 


40. Zeaman, David (Psychology Dept., Univ. of Conn., 
Storrs, Conn.) 

Use of special training conditions in visual discrimina- 
tion learning with imbeciles, by David Zeaman, Betty J. 
House, and Robert Orlando. Am. J. Mental Deficiency. 
Nov., 1958. 63:3:453-459. 
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In same issue: Visual discrimination learning in im- 
beciles, Betty J. House and David Zeaman. p. 447-452. 

Hypotheses in regard to the discrimination learning 
problems of mentally retarded children were tested in an 
experiment that employed special training conditions. Sub- 
jects were 48 trainable imbecile children most of whom 
had failed to learn color-form discrimination. It was 
found that ability to name positive and negative cues was 
related to ease of visual discrimination. Familiarity and 
novelty were judged to be discriminable aspects of stimuli. 
Findings suggest that failure of discrimination was not 
simply the result of lack of the idea of the procedure or 
the lack of necessary orientation and emotional habits. 

The article on p. 447 reports data on the visual discrim- 
ination learning of ieiealie dillon: the experiment was 
so designed that results could be compared with data from 
a study of the performance of monkeys. The purpose of 
such comparison was to attempt to find subhuman subjects 
whose psychology was similar to that of aments. Results 
of experimental research into the conditioning, motivation, 
and effects of brain surgery on primate behavior might 
thus have implications for the training, diagnosis, and 
general understanding of ament behavior. 


MENTAL DEFECTIVES—SPECIAL EDUCATION 


41. Wolinsky, Gloria F. (Dept. of Education, Hunter 
College, New York, N. Y.) 

Some considerations of the role of the teacher in the 
special class. Am. J]. Mental Deficiency. Nov., 1958. 
63:3:415-418. 

In same issue: An experimental class for the severely 
retarded child, Edmund C. Neuhaus. p. 419-421. 

The — concept of the teacher’s role that is 
acquired during preparation for teaching often conflicts 
with the motivation of the educational institution in which 
she finds herself as a teacher. The new roles demanded in 
teaching the mentally retarded often contradict previously 
learned roles, but if the teacher is to be effective she must 
recognize the realities of the situation and work in ac- 
cordance with a psychologically and intellectually cir- 
cumscribed setting. 

The article by Dr. Neuhaus (p. 419) reports an experi- 
mental day class for severely retarded children conducted 
by a professionally trained teacher with experience in 
teaching in a normal nursery school and extensive experi- 
ence in teaching the mentally retarded. The project proved 
to be of value to both the parents and the children. The 
Day Care class has led to community recognition of the 
needs of these children; similar facilities and services are 
being considered under community sponsorship. 


See also 22; 26; 63. 


MENTAL DEFECTIVES—SPECIAL EDUCATION— 
ILLINOIS 


See 3. 


MENTAL DEFECTIVES—SPEECH CORRECTION 


= Rittmanic, Paul A. (Dixon State School, Dixon. 
Il.) 

An oral language program for institutionalized educa- 
ble mentally stoned children. Am. ]. Mental Deficiency. 
Nov., 1958. 63:3:403-407. 

Describes the development of an effective oral language 
program that could be used by the classroom teacher as a 
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regular part of the basic language curriculum. Material 
used in the speech improvement program consisted of 
audio-visual teaching aids for story illustration with in- 
structional materials designed so that single consonant 
sounds could be presented pictorially. Children showed 
noticeable improvement in beeit usage of oral language 
after three months of the group program. It is believed 
that this type of program offers a workable and practical 
guide for developing oral language ability of mentally 
retarded children in an institutional school. 


MENTAL DISEASE 
See 8. 


MENTAL DISEASE—EMPLOYMENT 


43. Peffer, Peter A. (V.A. Hospital, Brockton, Mass.) 


Integrative forces in the development and follow-up of 
a member employee program, by Peter A. Peffer, Reuben 
J. Margolin, and J. Edward Conners. Am. Arch. Rehab. 
Therapy. Oct., 1958. 7:1:8-15. 


Management and administrative personnel and thera- 
peutic | pe 200 in the psychiatric hospital must be or- 
ganized to facilitate the types of patient activities that will 
aid recovery and rehabilitation. The Member Employee 
Program at Brockton (Mass.) V.A. Hospital is a thera- 
peutic technic by which chronic mental patients are re- 
turned gradually to productive jobs in the community. The 
writers discuss the roles of the counseling psychologist 
and the, Member Employee Supervisor in the placement 
process, \ways of ‘‘selling” the employer on hiring former 
mental patients, and the administration of the follow-up 
wes which is vital to success of the program. A tabular 

reakdowh of patients placed and types of work in which 
they are engaged is appended. 


See also 64. 


MENTAL DISEASE—PERSONNEL 
See 7. 


MENTAL DISEASE—PROGRAMS 


44. National Association for Mental Health 


A program for vocational rehabilitation for state and 
local mental health associations, prepared by Morris Klap- 
per. New York, The Assn., 1958. 24 p. 


Due to marked acceleration in the discharge of mental 
hospital patients, it has become imperative to introduce 
new programs for their vocational, social, and psychiatric 
rehabilitation. This orientation guide for local and State 
mental health associations, prepared by the Assistant 
Executive Director of the Natl. ssn. for Mental Health, 
discusses the philosophy of rehabilitation programs, es- 
pecially the vocational aspects in relation to social and 
psychiatric rehabilitation. Designed to guide expansion of 
services for former mental patients, the pamphlet shows 
how the mental health association can cooperate with 
hospital administrators, vocational rehabilitation officials, 
and other community agencies working to aid the patient 
in his adjustment to life in the community. Types of 
service that should be included in the ideal vocational 
rehabilitation program are mentioned. Contains a brief 
bibliography, a listing of members of the National Ad- 
visory Council on Vocational Rehabilitation, and OVR 
research grants and demonstration projects in progress as 
of Nov., 1957. 
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Available from Natl. Assn. for Mental Health, 10 
Columbus Circle, New York 19, N. Y. 


MUSCLES—TESTS 


45. Johnson, Ernest W. (Children’s Hospital, 17th St. 
at Livingston Park, Columbus, Ohio) 

Examination for muscle weakness in infants and small 
children. J. Am. Med. Assn. Nov. 8, 1958. 168:10:1306- 
1313. 

Detection of muscle weakness in infants and small 
children is made less difficult if the physician is familiar 
with functional anatomy and understands the normal 
motor development pattern of infants. Technics used in 
the examination described here have been developed over 
a two-year period; emphasis is on the detection of muscle 
weakness in conditions affecting the motor unit—the lower 
motor neuron and all muscle fibers that it innervates. 
Palpation of muscle bellies, examination for muscle tight- 
ness, and demonstration of muscle function in the infant 
and walking child are the three steps suggested. Where 
weakness is suggested, the physician can employ an elec- 
tromyographic examination to detect and localize such 
pathology. Article is illustrated. 


NEUROLOGY 


46. Fisher, Ernst (Med. Coll. of Virginia, Richmond, 
Va.) 

Neurophysiology a physical therapist should know. 
Phys. Therapy Rev. Nov., 1958. 38:11:741-748. 

A discussion of the central nervous system and the 
functional interrelation of its different parts, with special 
attention given to newer discoveries and concepts in neuro- 
physiology. Application of the principles of neurophysi- 
ology to physical therapy is emphasized. Dr. Fischer 
points out that any method of reeducation or therapeutic 
exercises will be effective only if the therapist understands 
the neurophysiological basis of such treatment and can 
establish good transference between the patient and 
herself. 


See also p. 10. 


NURSERY SCHOOLS 


47. Ingall, B. I. (178 Snakes Lane, Woodford Green, 
Essex, England) 

The role of the nursery schools for deaf children. 
Special Education. May & Sept., 1958. 47:374. 2 pts. 

Aspects of the nursery school program for deaf children 
dealing with the training of residual hearing and the 
development of language are discussed in Part I of the 
article. Part II describes broader functions of the nursery 
school which is concerned with mental hygiene of the deaf 
child and, particularly, his adaptation to his present social 
environment. The importance of the nursery school as an 
observation center is stressed, as well as the value of such 
schools in parent guidance. The author is principal of a 
_— nursery school for deaf and partially deaf children 
rom 2 to 7 years of age. 


NUTRITION 


48. Stitt, Pauline G. (55 Shattuck St., Boston 15, Mass.) 


Factors in feeding children with chronic disorders. 
Conn. Health Bul. Nov., 1958. 72:11:363-368. 
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Also published with revisions under the title “The 
family approach to feeding chronically ill children” in: 
Children. Nov.-Dec., 1958. 5:6:213-216. 

Any long-range plan for the feeding of chronically ill 
children should take into consideration not only the mod- 
ifications, restrictions, or inclusions demanded by the par- 
ticular disease, but also the normal needs of the child’s 
growth and development and dietary needs of the entire 
family. Dr. Stitt discusses nutritional needs of children at 
various stages of growth and development, a as a 
learning process for the child, and the social and emo- 
tional aspects of food. In the course of meeting the feed- 
ing needs of the child with chronic illness, the whole 
family can acquire better eating habits. 


OLD AGE 
See 10. 


PARAPLEGIA—MEDICAL TREATMENT 


49. Comarr, A. Estin (S pinal Cord Injury Service, V.A. 
Hos pital, Long Beach, Calif.) 

Decubitus ulcers among spinal cord injury patients; 
introduction, prevention and conservative management. J. 
Indian Med. Profession. Sept., 1958. 5:6:2307-2311. 


Describes types of ulcers classified according to the time 
of their appearance and to their pathology. Factors re- 
sponsible for their occurrence and preventive measures that 
the nurse can employ in caring for the patient are discussed 
briefly. It is Dr. Comarr’s belief that the majority of 
decubitus ulcers can be healed without surgical closure if 
conservative treatment is followed scrupulously. Preven- 
tion and early treatment of decubitus ulcers is vital if 
amyloidosis is to be prevented. The incidence of this non- 
reversible disease is placed at 2% and perhaps more. 


50. Nyquist, Roy H. (V.A. Hospital, Long Beach, 
Calif.) 

Comparative study of antispasmodic drugs in patients 
with spinal cord injuries, by Roy H. Nyquist, A. Estin 
Comarr, and Ernest Bors. Arch. Phys. Med. and Rehab. 
Nov., 1958. 39:11:683-691. 

An evaluation of the effects of meprobamate on somatic 
and autonomic elements involved in problems caused by 
spasticity and bladder functioning in patients with spinal 
cord injuries. A comparison is made of this drug, pheno- 
barbital, and zoxazolamine; other treatments also used 
during the past 12 years in the Paraplegia Service of the 
Long Beach (Calif.) V.A. Hospital are discussed briefly. 
Electromyographic tracings and clinical observations dem- 
onstrate the antispasmodic value of drugs in the following 
order: Equanil, phenobarbital, Flexin, and placebo. While 
Equanil is the drug of choice, phenobarbital is a valuable 
substitute. However, the drugs are not a substitute for 
myotomies, rhizotomies, tenotomies, neurotomies, or sub- 
arachnoid alcohol injections for extreme spasticity with 
contractures. The drugs do not interfere with bladder 
rehabilitation. 


See also 59; 68. 


PHYSICAL THERAPY 


51. Egli, Harold (Foss Clinic, George F. Geisinger 
Mem. Hosp., Danville, Pa.) 


Basis for selection of mobilization technics. Phys. 
Therapy Rev. Nov., 1958. 38:11:759-761. 
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Offers a concise definition of contractures, with a classi- 
fication that the therapist should consider when selecting 
the appropriate mobilizing technic in relation to the 
disease entity. Technics for increasing joint range of 
motion are summarized. 


52. Riddell, Shirley (Royal Victoria Infirmary, New- 
castle upon Tyne, England) 

a neuromuscular facilitation in relation to 
stiff joints. Physiotherapy. Nov., 1958. 44:11:312-317. 

The last in a series of four articles on the usefulness of 
proprioceptive facilitation technics in the treatment of 
various disorders such as poliomyelitis, hemiplegia, and 
arthritis. (For other articles in the series, see Rehab. Lit., 
Oct., 1958, #1137; Nov., 1958, #1214; Dec., 1958, 
#1341). Technics are divided into two groups—those 
for relaxation and others for strengthening and mobiliza- 
tion. Procedures of both groups are described and their 
use indicated. Two shoulder conditions are used to illus- 
trate the different technics employed for acute and chronic 
joint stiffness. Methods for treating the osteoarthritic 
hip and stiff neck are also mentioned. Objectives of this 
form of treatment are to relieve pain and to gain as much 
relaxation as possible following resistance. They are not 
intended for the building of muscle power. 

The series of articles is being issued in pamphlet form 
by the Chartered Society of Physiotherapy (see news item 
in this issue of Rehab. Lit.). 


See also 30; 31. 


POLIOMYELITIS—MEDICAL TREATMENT 


53. Neu, Harold N. (407 S. 16th St., Omaha 2, Neb.) 

Rehabilitation of the patient with long-term respiratory 
paralysis. J]. Am. Med. Assn. Nov. 22, 1958. 168:12:1610- 
1617. 

Using experiences of the Respiratory and Rehabilitation 
Center located at Creighton Memorial St. Joseph’s Hospi- 
tal, Omaha, Dr. Neu shows that a comprehensive program 
of care and rehabilitation is economically feasible and 
desirable for the long-term respiratory patient. Analysis 
of the histories of 100 such patients, selected because they 
represented the most difficult rehabilitation problems, re- 
vealed that it is possible to return 80% of severely para- 
lyzed patients to private home care programs. Without 
realistically planned vocational goals and home care pro- 
grams, however, rehabilitation is greatly retarded. Fa- 
cilities of the 30-bed Respiratory and Rehabilitation 
Center, its professional staff, and method of approach to 
rehabilitation problems are described briefly. 


See also 62. 


PSYCHOLOGY 
See 67. 


PSYCHOTHERAPY 


54. Berryman, Eileen (199 Nassau St., Princeton, N. ].) 

A case of hysterical paralysis in a five-year old girl, by 
Eileen Berryman, Mary Bigelow, and Ursula Knoll. Am. 
]. Psychotherapy. July, 1958, 12:3:534-541. 

A discussion of the management problems posed by a 
5-year-old girl with hysterical paralysis who was under 
psychotherapeutic care by the authors. History, dynamics 
of the case, therapy employed, and transference are dis- 
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cussed only in a brief way —_ where they are related 
to the unique management problems of the child. The 
child’s anxiety was intensified by the fear of her parents’ 
separation. 


PUBLIC ASSISTANCE 


55. Community Research Associates, New York (124 
E. 40th St., New York, N. Y.) 


Health and welfare issues in community pusten for 
the problem of indigent disability; report of a three-year 
study and experiment . . . by C. Howe Eller, Gordon H. 
Hatcher, and Bradley Buell. Am. J. Public Health. Nov., 
1958, 48:11 (Part II) :1-49. 

A report of one of three local studies undertaken as 
part of an overall plan for attacking social problems in the 
community. The Washington County (Hagerstown, Md.) 
project was primarily concerned with indigent disability 
considered both from the medical and social aspects. Ob- 
jectives, concepts, and principal methods of the study are 
discussed, with data analyzed on the basis of length and 
type of disability, family characteristics, treatment and 
services recommended, prognosis for rehabilitation, and 
implications of the study findings for future program 
planning. The appendix gives additional information con- 
cerning methods and procedures of the study and the use 
of data gathered. 


READING 
See 67. 


RECREATION 


56. Marksberry, Mary Lee 


Creative expression in recreational activities for crippled 
children. Exceptional Children. Oct., 1958. 25:2:90-93. 

Because physically handicapped children have limited 
opportunity for developing physical adequacy and inter- 
personal skills and attitudes that the nonhandicapped 
develop through natural home and community play and 
contacts, recreational activities are especially useful in 
furthering their education; they should differ only in 
terms of limitations imposed by the handicaps. Arts and 
crafts, shopwork, creative writing, dramatics, and music 
offer opportunities for creative expression. Described are: 
the importance of structuring the physical and emotional 
environment in which creativity thrives, ways in which the 
teacher can encourage creativity, and how to present ac- 
tivities in a manner to help children express themselves. 


REHABILITATION 


57. Aitken, Alexander P. (1180 Beacon St., Brookline 
46, Mass.) 

Rehabilitation of the injured. Ohio State Med. J. June, 
1958. 54:6:750-752. 

Unsuccessful end results following initial care of cases 
of acute trauma are largely due, Dr. Aitken believes, to 
failure of the medical profession to recognize the im- 
portance of adequate surgical and medical aftercare. He 
discusses the wide variety of factors that influence physical 
restoration. The attending physician has the responsibility 
of overall management 4 should be aware of problems 
of a psychologic and economic nature, as well as the 
medical aspects of each case. Litigation under workmen’s 
compensation laws is viewed as the greatest barrier to 
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rehabilitation since the process of law is often so time- 
consuming that treatment of the disability is postponed 
and the Eisability becomes permanent because of lack of 
early attention. 


58. Mahoney, Florence I. (Montebello State Hospital, 
2201 Argonne Dr., Baltimore 18, Md.) 

Rehabilitation of chronically ill patients; the influence 
of complications on the final goal, by Florence I. Mahoney, 
Orlyn H. Wood, and Dorothea W. Barthel. South. Med. 
]. May, 1958. 51:5:605-609. 


An analysis of experiences with the first group of un- 
selected medically indigent patients rehabilitated to maxi- 
mum benefits in Montebello State Hospital, a chronic 
disease hospital in Baltimore. Since very little attention 
has been focused on the period between the onset of 
chronic illness and the time the patient reaches the re- 
habilitation hospital, the authors discuss complications 
encountered in this series and how they influenced the 
length of time required for rehabilitation and the final 
goals. The most disturbing factor in the management of 
complications is the fact that, with the pos ey of brain 
damage, all are preventable if adequate medical and nurs- 
ing care are given early in the course of the illness. For 
an earlier article describing the rehabilitation program in 
chronic disease hospitals of Maryland and particularly, 
experiences at Montebello Hospital, see Rehab. Lit., May, 
1957, 4652. 


59. Rusk, Howard A. (400 E. 34th St., New York 16, 
N. Y.) 


Rehabilitation of the severe paralytic. Postgrad. Med. 
June, 1958. 23:6:616-623. 

In this address presented before the 42nd annual As- 
sembly of the Interstate Postgraduate Medical Assn. in 
Chicago, Dr. Rusk outlines the magnitude of the problems 
involved in rehabilitation of hemiplegic and paraplegic 
patients. In the case of the stroke patient, the general 
practitioner is capable of rehabilitating 80% of all who 
are in this group, provided he follows certain simple rules 
of management. Paraplegics require more specialized 
management in a rehabilitation center. Dr. Rusk tells 
how the picture has changed in this field since World 
Wars I and II. Technics employed at the Institute of 
Physical Medicine and Rehabilitation are mentioned briefly 
to illustrate how, through comprehensive rehabilitation 
programs, even the most severely paralyzed patient has 
some chance to become productive in some capacity. 


See also 9. 


REHABILITATION—PERSONNEL 
See 7; 24. 


REHABILITATION—STUDY UNITS AND 
COURSES 


See 7. 


REHABILITATION CENTERS—MARYLAND 


60. Maryland State Planning Commission 


Report on diagnostic and rehabilitation centers for 
handicapped children, by . . . Committee on Medical Care. 
- The Commission, 1957. 30 p. tab. (Publ. no. 
97 


This report was abstracted in several news stories in the 
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Sept. 1958 issue of the Monthly Bulletin of the Maryland 
State Dept. of Health (see Rehab. Lit., Dec., 1958, 
#1348). Available from Maryland State Planning Com- 
mission, 100 Equitable Bldg., Baltimore 2, Md., at 50c 


a copy. 


REHABILITATION CENTERS— 
ADMINISTRATION 


61. Machover, Saul (Pittsburgh V.A. Hospital, Pitts- 
burgh, Pa.) 

The rehabilitation coordinator as a counselor, by Saul 
Machover and Paul Heft. Am. Arch. Rehab. Therapy. 
Oct., 1958. 7:1:25-28. 

Experience as a rehabilitation counselor serving as co- 
ordinator of all physical medicine and rehabilitation serv- 
ices in a V.A. hospital is used as the basis for this discus- 
sion of the role of the coordinator. The counselor, through 
his personal relationship to the severely disabled patient 
and by integrating all rehabilitation services, can help the 
patient accept his disability. In addition, the counselor 
can determine the possibilities for maximum rehabilitation 
and work toward maximal adjustment of the patient. The 
article also describes how the Medical Rehabilitation Board 
of the hospital functions. 


RESPIRATION 


62. Barach, Alvan L. (929 Park Ave., New York 28, 
N. Y.) 


Effect of a patient-cycled breathing aid on ventilatory 
efficiency in pulmonary emphysema and poliomyelitis, by 
Alvan L. Barach and Gustav J. Beck. J. Chronic Diseases. 
Nov., 1958. 8:5:615-628. 

Describes a recently developed mechanical aid to breath- 
ing, with results obtained in initial studies of its use with 
patients with pulmonary emphysema and _ poliomyelitis 
with dyspnea. The aid provides a minute-to-minute adjust- 
ment to the chemical requirements of respiration through 
an automatic sensing device by which the patient is con- 
nected to the accessory ventilatory system. The pneumatic 
breathing aid, which is portable, utilizes a pneumatic 
jacket to produce compression of the anterior and lateral 
chest wall. 


See also 53. 


SCOLIOSIS 
See 4. 


SHELTERED WORKSHOPS 


63. Doll, Edgar A. (Chuckanut Dr., Box 143, Belling- 
ham, Wash.) 


Occupational education for the adolescent mentally 
deficient in a school program. Exceptional Children. Oct., 
1958. 25:2:51-53, 76. 

The second of two articles by the author on sheltered 
workshops and occupational education programs for the 
mentally retarded. (See Rehab. Lit., Nov., 1958, +1260 
for reference to the first article on sheltered workshops.) 
The present article offers a proposed alternative to the 
workshop—occupational education for productive services 
rather than productive manufacture. The plan calls for a 
day school program integrated with the elementary school 
and supervised by its principal. Such a community pro- 
gram offers realistic education for mentally deficient 
adolescents and young adults of both sexes. 


29 








ABSTRACTS 


64. Wadsworth, W. V. (Cheadle Royal Hospital, 
Cheshire, England) 


A hospital workshop, by W. V. Wadsworth, R. F. Scott, 
and W. L. Tonge. Lancet. Oct. 25, 1958. 7052:896-897. 

Describes an experiment undertaken in a hospital shel- 
tered workshop for chronic psychotic patients in an at- 
tempt to introduce normal working standards as contrasted 
with the leisurely pace of occupational therapy. By de- 
veloping its own industry and employing a small per- 
centage of normal workers, the workshop hopes to provide 
a variety of work that can be broken down into jobs 
demanding various levels of skill. 


See also p- 3. 


SOCIAL SERVICE (MEDICAL) 
See 6. 


SPEECH CORRECTION 


65. Horowitz, Leola Schaper (194-05 ] 67th Ave., 
Fresh Meadows 65, N. Y.) 


Attitudes of speech defectives toward humor based on 
speech defects. Speech Monographs. Mar., 1957. 24:1: 
46-55. 


A report of a study to determine the attitude of speech 
defectives toward humor based on handicaps in general 
and defective speech in particular, as well as attitudes of 
the nonhandicapped toward such humor. Subjects were 
classified in three groups—stutterers, those with articula- 
tory disorders, and a control group of the nonhandicapped. 
Findings revealed that the general public has many mis- 
—_ regarding the handicapped in general and the 
speech handicapped in particular; much education is neces- 
sary both for the handicapped and nonhandicapped to 
understand the nature of physical handicaps and the basic 
attitudes they sometimes produce. 

The paper is based on a Ph.D. dissertation, Stanford 
University, 1954. 


66. Palmer, John M. (Speech and Hearing Clinic, Univ. 
of Washington, 1320 Campus Parkway, Seattle, Wash.) 


The pharyngeal flap operation ; role of the speech thera- 
pist. J. Speech and Hear. Disorders. Nov., 1958. 23:5: 
601-604. 


Describes the surgical procedure as employed by one 
surgeon; the procedure is not a new one but its use to 
improve speech function in persons with palatal insufh- 
ciency is receiving more consideration. Often the speech 
therapist is asked to make an objective evaluation, before 
and after surgery, of the conditions affecting speech pro- 
duction. The operation appears to offer positive benefits 
in the reduction of degree of hypernasality, improvement 
in directed air stream, and a better acceptance of voice 
quality by patients. Findings from three patients who 
were evaluated before and after surgery are discussed 
briefly. 


oy Wepman, Joseph M. (950 E. 59th St., Chicago 37, 
Ill.) 


Manual of directions, Auditory Discrimination Test, 
Chicago, The Author, c1958. (8) p. forms. (Prelim. ed.) 


Describes a newly or test devised by Dr. Wep- 
man to measure a child’s ability to recognize the fine 
differences that exist between the phonemes used in Eng- 
lish speech. The test has been standardized on 5, 6, 7, 
and 8-year old children to assist in the differential diag- 
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nosis of speech and reading problems. Various uses for 
the test, directions for its administration and scoring, and 
a sample test form are included. 


SPORTS 
See p. 10. 


UROLOGY 


68. Ross, J. Cosbie (Liverpool Regional Paraplegic 
Centre, Southport, England ) 

Division of the external urethral sphincter in the treat- 
ment of the ner: bladder; a preliminary report on 
a new procedure, by J. Cosbie Ross, N. O. K. Gibbon, 
and M. Damanski. Brit. J]. Urology. June, 1958. 30:2: 
204-212. 

Some patients with neurogenic bladder resulting from 
spinal cord injury may be left finally with an apparently 
unsurmountable obstruction at the level of the external 
urethral sphincter, in spite of abolition of reflex activity 
in the particular region by intrathecal alcohol block or 
pudendal neurectomy. The authors present their experi- 
ence in using the surgical procedure described here for the 
relief of chronic retention of urine where more orthodox 
methods have failed. The operation converts a chronic 
retention to an easily expressible bladder. It is emphasized 
that meticulous post-operative care is necessary because 
the majority of — egic patients have a more severe 
reaction to any procedure on the bladder neck than those 
with normal innervation. Contraindications are discussed 
and results in 10 patients are included. 


VOCATIONAL GUIDANCE 
See p. 1; 61. 


WALKING 


69. Rigg, Ruth P. (Condon School, 335 Rockdale Ave., 
Cincinnati, Ohio) 

Teaching a blind cerebral palsied child to walk. Phys. 
Therapy Rev. Nov., 1958. 38:11:762-763. 

A case report concerning a blind cerebral palsied girl 
of the spastic paraplegic type and the methods used in 
teaching her to walk. Special education methods which 
have aided in her development while attending the 
Condon School are mentioned briefly. 


70. Salway, Gladwynn P. (Calif. Elks Major Project, 
502 Sunset Dr., Whittier, Calif.) 

The development of motor control for walking in one 
hundred oles palsied children. Phys. Therapy Rev. 
Nov., 1958. 38:11:749-755. 

Reports findings of an investigation of factors influ- 
encing the development of motor abilities in cerebral 
palsied children that lead to walking. Among 100 children 
tested, the distribution of motor abilities in 92 suggested 
that a normal sequence of notor development had oc- 
curred, with achievement proceeding from head balance 
to sitting balance, creeping, standing, and finally to walk- 
ing. It is suggested that the treatment pattern should be 
designed to help the cerebral palsied child learn motor 
control one step at a time, in the natural sequence. Such 
a plan permits concentration on a well-defined immediate 
goal, without confusing the child. 

An abstract of a thesis for the M.A. degree, Stanford 
University, 1958. 
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Aphasic Children 
ACCORDING TO the November, 1958, 
issue of Special Education Newsletter, 
California State Department of Education, 
the recently organized Society for Early 
Childhood Aphasia will promote interest in 
the diagnosis and education of aphasic chil- 
dren in California. Mr. Hank D. Weiss of 
Walnut Creek is chairman of this group. 
A pilot diagnostic program for aphasic chil- 
dren is operated by the San Francisco School 
for Cerebral Palsied Children. The school 
is interested in devising means to aid these 
children, who often have complicated ac- 
companying handicaps. 


New Schools 


R FCENTLY two new schools for the 

physically handicapped have been dedi- 
cated in California. They are the Duncan 
Holbert School for Orthopedically Handi- 
capped Children in Capitola, Santa Cruz 
County, and the Marindale School in San 
Rafael, Marin County. 


Dr. Rusk at Social Work 
Conference in Japan 


D®- HOWARD A. RUSK, chairman of 

the Department of Physical Medicine at 
the Bellevue Medical Center of New York 
University, delivered one of the major ad- 
dresses at the 9th International Conference 
of Social Work, held Nov. 30 to Dec. 6, 
1958, in Tokyo, Japan. The theme of the 
conference was “Mobilizing Resources for 
Social Needs: Social Needs and Resources 
for Meeting Them.” Dr. Rusk discussed the 
role of international voluntary effort in as- 
sisting countries to meet their social needs. 


Disability in the United States 


THE U.S. NATIONAL HEALTH SUR- 

VEY found that illness or injury caused 
an estimated total of 662.8 million person- 
days of restricted activity during the period 
July-September, 1957. This represents an 
annual average of about 15.9 restricted ac- 
tivity days per person. Time spent in bed 
because of illness arnounted to 227.9 million 
person-days during the quarter, the annual 
rate being about 5.5 bed-days per person. 
Days lost from work because of illness were 
126.8 million person-days during the quar- 
ter, an annual rate of 7.9 work-loss days per 
employed person. 

As of August, 1957, about 17 million per- 
sons, 10 percent of the population, had 
some type of chronic activity limitation (in- 
cluding long-term limitation of major activ- 
ity, such as in amount or kind of house- 
work or employed work, and long-term 
limitation of other activities, such as recrea- 
tion). About 3 percent had no limitation 
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in major activity but were limited in other 
activities, 5 percent were limited in the 
amount or kind of their major work activ- 
ity, and 2 percent were completely unable 
to carry on their major activity. About 5.5 
million persons, around 3 percent of the 
population, had some type of chronic mo- 
bility limitation as a result of chronic con- 
ditions. Included in this 3 percent were 
persons who had trouble “getting around” 
by themselves (2 percent), those who were 
unable to get around alone (1 percent), and 
those confined to the house (1 percent). 
Only 1 percent of those under 45 years of 
age had chronic mobility limitation. Of 
persons aged 45 through 64, 4 percent had 
chronic mobility limitations; 3 percent had 
trouble in getting around alone, 1 percent 
could not get around without help, and 1 
percent were confined to the house. As 
would be expected, a larger group of those 
65 years of age and older had chronic mo- 
bility limitations, 21 percent. Twelve per- 
cent had trouble getting around alone, 4 
percent were unable to do so alone, and 
5 percent were confined to the house.—From 
Health Statistics from the U.S. National 
Health Survey: Preliminary Report on Dis- 
ability, United States, July-September, 1957, 
U. S. Public Health Service, Washington, 
D.C. June, 1958. Available from U.S. 
Superintendent of Documents, Washington, 
D.C., at 30¢ a copy. 


OVR Projects Completed 
AS OF AUGUST, 1958, 32 research and 


demonstration projects had been com- 
pleted with the support of grants from the 
Office of Vocational Rehabilitation. Of these, 
13 had across-the-board objectives and 19 
were exclusively concerned with specific 
types of handicaps. The completed projects 
had received federal support for from 1 to 
i years. About two-thirds were conducted 
by institutions in east coast states. 

Seven projects were concerned with blind- 
ness. They ranged from the establishment 
of a regional workshop to the development 
of increased agricultural work opportuni- 
ties. Five projects dealt with the problems 
of speech and hearing. Three projects had 
to do with rehabilitation of the mentally ill. 

The OVR research grant program is 
supporting more than 130 active research 
and selected demonstration projects and will 
spend $4.6 million on research during the 
current fiscal year. 


New Publication 


VOLUME 1, No. 1, of the Cerebral Palsy 

News, journal of the New Zealand 
Spastic Fellowship, was issued in Septem- 
ber, 1958. The editor is Miss Paulette A. 
Leaning, Rocklands Hall, 187 Gillies Ave., 
Epsom, Auckland, N. Z. 


Events and Comments 


Self-Help Devices and Games 


THE TENTH report of Self-Help Devices 

for Rehabilitation describes and illus- 
trates additional self-help devices and intro- 
duces a new category, educational games 
adapted for the physically handicapped. 
Most of the games give impaired hands 
needed exercise and training and some as- 
sist the learning process in basic areas of 
school work. The games will be patented 
by the Atlanta Cerebral Palsy School, At- 
lanta, Ga. The report is published by the 
Institute of Physical Medicine and Rehabili- 
tation, 400 E. 34th St., New York 16, N.Y. 


Stanislavsky and Physical Therapy 


R. ARTHUR S. ABRAMSON, Chair- 
man, Department of Rehabilitation Med- 
icine, Albert Einstein College of Medicine, 
Yeshiva University, himself a paraplegic, 
believes strongly that physical therapists 
should understand all the problems their 
patients may face. The students use braces, 
crutches, and other prostheses to learn the 
difficulties involved and refer to this train- 
ing as the “‘Stanislavsky method.” 


Handicapped War Orphans 
HANDICAPPED CHILDREN of deceased 


war veterans are benefited in two ways 
by the War Orphans Education legislation 
passed by the 85th Congress. The age of 
beginning special restorative and vocational 
training was lowered from 18 to 14 years. 
The law also now allows the Veterans Ad- 
ministration to approve special training of 
handicapped young people in rehabilitation 
centers. Information about War Orphans 
Education is available at any VA office. 
The new VA pamphlet (Catalog No. VA 
1.19:22-2) Counseling Handicapped Ado- 
lescents, which explains the provisions of 
the law, is available from the U.S. Super- 
intendent of Documents, Washington 25, 
D.C., at 20c a copy. 


Hospital Planning 


[ NFORMATION gathered by the Ameri- 

can Hospital Association with the help 
of state hospital and public health officials 
indicates that two opposing trends are rap- 
idly developing in the new construction of 
smaller hospitals. Since World War II a 
growing number of hospitals have been 
forming connections with geographically 
convenient medical centers. Patients are re- 
ferred to centralized locations where they 
can benefit from specialized care and equip- 
ment. A more recent trend involves the 
expansion of services. The most popular 
form apparently is the combining of cus- 
todial care units such as nursing homes or 
homes for the aged with smaller hospitals. 
The Association feels that this linking of 
a hospital with a custodial care unit may 
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EVENTS AND COMMENTS 


prove to be one answer to the problem of 
caring for the health needs of the aged and 
that this trend in new construction is an- 
other reflection of the nation’s changing 
health needs and the changes hospitals are 
undergoing to meet them.—Editorial note, 
in Hospitals, July 1, 1958. 


Pamphlet on Proprioceptive 
Facilitation Technics 


THE CHARTERED SOCIETY of Physio- 

therapy of Great Britain has reprinted 
the series of four articles on facilitation 
technics that appeared in the August, 
September, October, and November, 1958, 
issues of Physiotherapy. The introductory 
article reviewed limb, trunk, and neck move- 
ment patterns and emphasized technics 
employed to increase range of movement. 
Remaining articles of the series described 
use of the technics in hemiplegia, poliomye- 
litis, and stiff joints. The pamphlet is avail- 
able from the Chartered Society of Physio- 
therapy, Tavistock House (South), Tavi- 
stock Sq., London, W.C. 1, England, at 
2s 6d (63c) a copy, including postage. 
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1959 Contest Theme 


HE THEME of the 1959 national essay 

contest sponsored by the President's 
Committee on Employment of the Physi- 
cally Handicapped is ‘‘Hiring the Handi- 
capped in Our Town.” 


AMA Urges Medical Societies to 
Become More Active in 
Rehabilitation 


LAST SPRING the American Medical As- 

sociation Committee on Rehabilitation 
polled constituent member societies as to 
whether they had committees on rehabilita- 
tion. Findings are that 25 of the 49 re- 
sponding societies have such units but that 
“all too frequently, the Committees’ activi- 
ties are limited to some form of liaison or 
cooperation with the state’s Office of Voca- 
tional Rehabilitation.” 

The AMA committee at a September 
1958 meeting discussed ways to encourage 
the formation of rehabilitation committees 
by state societies lacking them and to en- 
courage those that have them to expand 
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facilities. Discussion centered on the fol- 
lowing possible objectives: 

Coordinate rehabilitation 
activities within the society. 

Foster medical supervision of rehabilita- 
tion services and centers. 

Study the problems and relationships of 
medical, social, educational, and vocational 
aspects of rehabilitation. 

Inform the medical profession on the 
availability of rehabilitation services. 

Collect information on the establishment, 
operation, and utilization of rehabilitation 
services. 

Encourage county society interest in and 
programs on rehabilitation—From J. Am. 
Med. Assn., Nov. 8, 1958, p. 1368. 


interests and 


Trends 


A SCHOOL FOR RETARDED crippled 

children is being opened at the Crippled 
Children’s Hospital, Hot Springs, S. Dak., 
by the Lutheran Hospitals and Homes So- 
ciety. This change was made because of the 
decrease in number of children handicapped 
by poliomyelitis. 
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